South African 
Medical Journal 


Organ of the Medical Association of South Africa 


S.-A. Tydskrif 


Geneeskunde 


Blad van die Mediese Vereniging van Suid-Afrika 


Incorporating the South Africon Medical Record and the Waarby ingelyf is die South African Medical Record and the 
Medical Journal of South Africa Medical Journal of South Africa. 


Registered at the Genero! Post 


Office as a newspaper 


By die p as blad 


Cape Town, 13 February 1954 Kaapstad, 13 Februarie 1954 
Weekly 2s. 6d.  alialcid Weekliks 2s. 6d. 


IN THIS ISSUE—IN HIERDIE UITGAWE 
Editorial : Van die Redaksie 


Allergic Reactions 
Allergiese Reaksies 


Original Articles : Oorspronklike Artikels 
Vitamine-D Resistente Ragitis 
Acute Disseminated Lupus Erythematosus 


Pregnancy Outside the Membranes—Grossesse Extramem- 
braneuse. 


The General Practitioner and the Specialist 
Official Announcement : Amptelike Aankondiging 
Progress made by National Group of General Practitioners 


Fighting Tuberculosis in Malaya Annual Congress of the Medical Association 
Mr. Lawrence Abel Visiting South Africa 


New Preparations and Appliances: Nuwe Preparate en Toestelle 


Passing Events: In die Verbygaan Reviews of Books : Boekresensies 
Correspondence : Briewerubriek 


Support Your Own Agency Department (P. xviii) 
Ondersteun u Eie Agentskap-Afdeling (Bl. xviii) 
Professional Appointments 
Professionele Betrekkings 


(Pp. xviii-xxii) 
(Bl. xviii-xxii) 


A NORMAL LIFE... 


-.. FREE FROM THE SYMPTOMS OF HAYFEVER, URTICARIA AND ALLIED ALLERGIC CONDITIONS 

with 
| ‘ANTHISAN’ ‘PHENERGAN’ 


MEPYRAMINE MALEATE PROMETHAZINE HYOROCHLORIDE 


the general-purpose antihistamine the antihistamine with a prolonged action 
Supplied as tablets, elixir, solution for injection, and cream 


@&B brand Medical Product 
Manufactured by MAY & BAKER LTD 


MAI 266 


DISTRIBUTORS: MAYBAKER (S.A.) (PTY.) LTD: P.O. BOX 1130 PORT ELIZABETH 


Aw 
4} 
gry 
en 
4 
a 
: 
— 
ray “ 
id 


ii 


S.A. MEDICAL JOURNAL 13 February 1954 


The Specialists 


@ When you require expert advice, you consult a specialist. We are the specialists 
in printing and ore always at your service. 


@ We are the official printers of this S.A. MEDICAL JOURNAL. 


@ Doctors and Dentists, Hospitals and Nursing Homes, Chemists and Manufacturers! 
We are fully equipped to supply all your printing requirements: Prescription Forms, 
Letterheads, Receipt Books, Labels, Account Forms, Envelopes, etc. 


@ Entrust your work to the Specialists and be assured of the best quality and 
promptest delivery. 


National Commercial “Printers ¥ td. 


P.O. BOX 120, PAROW 


or the Sales Division: 
2 Leeuwen Street CAPE TOWN Phone 2-9381 


¢ 


13 Februarie 1954 S.A. TYDSKRIF VIR GENEESKUNDE 


‘Terramycin* 


* TRADEMARK OF 
CHAS PFIZER CO. INC 


“Terramycin therapy can be lifesaving in extremely 
severe bronchopneumonia and virus pneumonia which 
does not respond to treatment with other antibiotic 


SEPT 13 1962 


” 
agents, 
Stotrer G WED WELT 21 1150 


Sole 


Distributor: 
PETERSEN LTD. 

P.O. Box 38, Cape Town | 
P.O. Box 5785, Johannesburg 


113, Umbilo Road, Durban 

South Africa 

World's Largest DP, di 


AMONG BROAD-SPECTRUM ANTIBIOTICS” 


f Sntibiol 


“GAAM FOR CRAM TERRAMYCIN UNEXCELLED 


= 

<5.) 
— | 


iv S.A. MEDICAL JOURNAL 13 February 1954 


Prescriptions lor infant feeding 
USING “KARO” SYRUP 


For two generations doctors have prescribed Karo Syrup as the ideal 
Carbohydrate for modifying the milk diet of infants Karo Syrup is 
now manufactured in South Africa. 


Karo Syrup is composed of dextrose, dextrin, malto-dextrin, maltose and 
sucrose balanced to constitute a readily assimiable form of nourishment 
for infants and growing children. 


IMPORTANT TO PHYSICIANS 


Infants whose diet difficulties ore a problem will respond readily to oc ACCEPTED BY THE 


Koro-milk formula. AMERICAN MEDICAL 
Return the coupon below for free “Koro Infant Feeding Manual’ and 


ASSOCIATION 
convenient pa of prescription forms for Karo-Whole Evaporate an 
Acidified milk formulae. We will gladly send ao sample for clinical trial COUNCIL ON FOOD 


directly to any patient on your request 


To: “PHARMACEUTICAL DIVISION” 


CORN PRODUCTS REFINING CO. S.A. (PTY.) LTD. 
P.O. Box 1544 


Please forward the following 1. Infant Feeding Manual for Physicians 0 

complimentary literature on 2. Prescription Pad — Whole and Evaporated Milk formulo. [] 

Karo infant feeding 3. Prescription — Acidified and Acidified Evaporated Milk 
formula 0 


Check items required 


DURBAN 


Nome....... 
Address... 


. 
Veg 
| 
ax 
=, 
| 
: 
— To 
; 
\ Spur 


South African Medical Journal 
Suid-Afrikaanse Tydskrif vir Geneeskunde 
P.O. Box 643, Cape Town _Posbus 643, Kaapstad 


Cape Town, 13 February 1954 Kaapstad, 13 Februarie 1954 
Vol. 
Weekly 2s. 6d. - Weekliks 2s. 6d. 


CONTENTS — INHOUD 


Vitamine-D Resistente Ragitis. |. S. de Wet, M.B., Ch.B 121 Official Announcement : Amptelike Aankondiging 136 _ 
Editorial: Allergic Reactions : 127 Progress made by National Group of General Practitioners 136 i 
Van die Redaksie: Allergiese Reaksies 127 Fighting Tuberculosis in Malaya 136 hg 
Abstracts : Uittreksels 128 Annuol Congress of the Medical Association 137 
Acute Disseminated Lupus Erythematosus. J. E. Cosnett, B.Sc., M.B., Mr. Lawrence Abel Visiting South Africa 137 . 
Ch.B. = . 129 New Preparations and Appliances: Nywe Preparate en Toestelle 137 v j 
Pregnancy the Membranes — Grossesse Extramembraneuse. Passing Events: in die Verbygaan 138 . 
The and the Specialist. J. 'D. Joubert, F.R.C.S., Reviews of Books : Boekresensies 139 


F.R.F.P.S., M.B., Ch.B., M.A. 133 Correspondence : Briewerubriek 139 


GOW 


Vitamin 


@ OCEAN GOLD HAKE LIVER OIL 
10,000 1.U. “A" and 200 1.U. “D" per gm. 
6-oz. and 3-oz. Bottles. 

OCEAN GOLD NO. 50. . . STONEBASS 
50,000 1.U. and 5,000 “D” per gm. 
5-c.c. Dropper Bottle. 

@ OCEAN GOLD CAPSULES 
5,000 “A” and 500 “D"’ per capsule. 
Bottles of 35. 

@ OCEAN GOLD HAKE LIVER OIL & MALT 
1,090 1.U. “A” and 200 I.U. “D” per gm. 


Contains the B,, Vitamin. In bottles of 50. 2 

RECOMMEND THESE PRODUCTS WITH CONTFi- 

DENCE... they are better in quality, better in Cage 

presentation and far cheaper in price than the iin mene? 4 


imported article. 


We supply in bulk to Hospitals, Clinics, etc. — Samples, Literature and any further information forwarded on request 


VITAMIN OILS LTD., EAST QUAY, DOCKS, CAPE TOWN, P.O. BOX 1628 


Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 


| | = | 
= 
col 
i 


vi 


S.A. MEDICAL JOURNAL 13 February 1954 


€€Toral intravenous alimentation 
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I. S. pE Wet, M.B., Cu.B. 


VITAMINE-D RESISTENTE RAGITIS 


Departement van Ortopedie, Pretoria 


Klassieke gevalle van ragitis word deesdae betreklik 
seldsaam gesien. Die gevalle wat ons teékom is gewoonlik 
nie baie uitgesproke nie en reageer gou op toediening van 
vitamine D. 

Af en toe egter word gevalle van ragitis teégekom wat 
nie wil genees met die gewone behandeling nie. Ander 
weer word aangetref op ’n abnormaal late leeftyd. 
Gewone ragitis word meesal genees op die ouderdom van 
2-3 jaar. 

As ragitis na die ouderdom van 2 jaar voortduur, of 
eers dan begin, staan dit bekend as laat of adolessente 
ragitis en is gewoonlik te wyte aan onvoldoende behande- 
ling of ernstige voedingstekorte, wat dan feitlik aan 
hongersnood grens. 

Gedurende 1935 merk McCune op dat sommige gevalle 
van ragitis nie so goed reageer op die gewone dosisse 
van vitamine D nie. Dit was egter Albright en sy mede- 
werkers wat in 1937 na ’n volledige ondersoek van drie 
gevalle, tot die gevolgtrekking gekom het dat hierdie 
verskynsel toe te skryf is aan ’n verhoogde weerstand tot 
die werking van vitamine D. Hulle noem dit dan ook 
vitamine D resistente ragitis. 

Sedertdien is tot aan die einde van 1951 ongeveer 50 
gevalle beskrywe. 

Daar is dus verskeie vorme van ragitis wat nou verband 
met mekaar hou, en na gelang van omstandighede van 
een na die ander tipe oorslaan. Dit word hieronder 
kortliks skematies voorgestel (Fairbank *). 


RAGITIS OSTEOMALASIE 
Voedingstekort 


1. Honger) 


2. INFANTILE 


Vitamine-D 
/ resistent 
3. ADOLESSENTE 


VOLWASSE 


Renaal 


ETIOLOGIE 


Weens die nou verwantskap tussen vitamine D resistente 

en gewone ragitis, is dit, duidelikheidshalwe, wenslik om 

’n paar fisiologiese faktore kortliks te oorweeg. 
Vitamine D het blykbaar op die slymvlies van die 
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dunderm ’n spesifieke uitwerking waardeur kalsium- 
opname vergemaklik word. ’n Tekort aan vitamine D 
in die voedsel lei tot gebrekkige kalsiumopname. Die 
kalsium word eenvoudig in die stoelgang uitgeskei as 
kalsiumfosfaat. Hierdie verbinding met fosfaat het ten 
gevolge dat daar ’n tekort ook aan fosfor in die bloed 
ontstaan. 

Volgens Harrison ® het vitamine D ook ’n invloed op 
die herabsorberingsvermoé van die niertubules. Dit 
verhoog die drempelwaarde van anorganiese fosfor. 
*n Tekort aan vitamine D in die bloed verlaag die drem- 
pelwaarde en sal dus ’n verhoogde fosforuitskeiding deur 
die nier in die hand werk. 

Taylor *° meen egter dat dit nie die tekort aan vitamine 
D per se is wat fosfaatuitskeiding verhoog nie, maar 
wel die sekondére hiper-paratiroidisme wat gewoonlik 
die ragitis vergesel. 

Vitamine D het ook ’n direkte invloed op die 
verkalking van die degenererende kraakbeen en osteoide 
weefsel. Bakwin* meen dat vitamine D, net soos 
carotene, eers in die liggaam omgeskep of aktiveer moet 
word voordat dit verkalking kan bevorder. ’n Fout in 
hierdie omskeppingsmeganisme sou, volgens hom, die 
oorsaak van vitamine D resistente ragitis wees. 

Robertson et a/® stel voor dat die belemmering van 
die omskeppingsmeganisme in die niere plaasvind. Waar 
die oorsaak van gewone ragitis ’n tekort aan vitamine D 
in die voedsel is, is dit anders gesteld by vitamine D 
resistente ragitis; daar is geen gebrekkige opname van 
genoegsame vitamine D nie en tot dusver kon geen 
afwykings in die niere of hulle buisies vasgestel word nie. 
Dit skyn dus asof die fout by die werking van vitamine D 
in die liggaam is. 

Deur noukeurige bepalings het Albright* bewys 
gelewer dat die bloedwaardes van vitamine D in vitamine 
D resistente ragitis normaal is. Hy meen dat ’n intrinsieke 
weerstand in die liggaam tot vitamine D se werking die 
oorsaak in hierdie gevalle is. Verder meen hy dat daar ’n 
drempelwaarde vir vitamine D in die nier is. Wanneer 
hierdie drempelwaarde om een of ander rede verhoog is, 
sal ooreenkomstige hoér bloedwaardes van vitamine D 
nodig wees om normaal te kan funksioneer. 

Hamilton en Dewar stel voor dat daar, behalwe vita- 
mine D, moontlik ’n tekort aan ’n ekstrinsieke faktor in 
hierdie gevalle is. Hulle baseer hulle sienswyse op die 
feit dat ragitis in rotte wat op ’n ragitogeniese dieet is, 
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voorkom kan word deur die toediening van natrium 
citraat. 

Omdat daar ’n groot familieneiging vir die siekte 
bestaan, lyk dit of die etiologiese faktor oorerflik mag 
wees. Alhoewel die meeste deskundiges dit so indeel, is 
die moontlikheid van ’n kongenitale sowel as ’n verworwe 
tipe nog nie heeltemal beslis nie. Die kongenitale tipe 
word deur McCune ® as meer resistent beskou. 


AFWYKINGS 

Patologie. Die primére afwyking is ’n gebrekkige 
verkalking van degenererende kraakbeen en osteoide 
weefsel. Behalwe vir vertraging van die proses prolifereer 
die epifisére kraakbeen normaalweg. Kraakbeeneilande 
word soms in die metafisére gedeeltes van langbene 
agtergelaat. 

Osteoide weefsel vorm in oormaat sonder dat enige 
modulasie plaasvind. 

Osteoporose is meer wydverspreid as by gewone ragitis, 
maar nooit so erg soos by osteomalasie nie. 

Uitgesproke deformiteite, pseudo-frakture en ver- 
skuiwing van epifises kom dikwels voor. 

Daar is gewoonlik ’n sekondére hipertrofie van die 
paratiroidkliere. 

Kliniese Voorkoms. Die toestand word gewoonlik as 
infantile ragitis diagnoseer, maar duur, nieteenstaande 
die gewone behandeling, voort tot na die ouderdom van 
2 jaar. 

Soms begin dit eers by 4 of 5 jarige ouderdom en 
enkele gevalle word eers in volwasse leeftyd ontdek. 
Daar is ’n neiging vir die siekte om by puberteit tot 
genesing te kom. Andere duur egter tot in latere leeftyd 
voort. 

Dit kom ongeveer twee keer meer dikwels in vroulike 
pasiénte as mans voor. 

Die gevalle kla gewoonlik van ’n gevoel van uitputting 
en swakheid van die spiere. Rugpyne en ander gewrigs- 
pyne is ook ’n algemene klagte. 

Dwergisme, gepaard met erge deformiteite van die 
ledemate, is kenmerkend. 

Die kop is gewoonlik antero-posterior verleng en 
sywaarts verplat. 

Bulterigheid van die skedel, ’n ingesakte neusbrug, 
uitstaande onderkaak, ragitiese rosekrans, Harrison se 
sulcus en verdikking van meeste voelbare epifises kan, 
net soos by infantile ragitis, gesien word. So ook die 
slap ligamente, gewrigskapsels en algemene spierswak- 
heid. 

Die deformiteite van die langbene is gewoonlik erger 
by resistente ragitis en is baie geneig om te herhaal na 
operatiewe korreksie. 

Réntgenstraal Voorkoms. Dit is hoofsaaklik soos 
gesien by aktiewe infantile ragitis, behalwe dat dit by ’n 
later ouderdom voorkom. Die osteoporose is ook erger 
en meer wydverspreid, gevolglik is pseudo- en groenhout 
frakture meer algemeen. Oor die algemeen is die deformi- 
teite ook meer uitgesproke. 

In die sponsbeen van die metafises is die trabekulasies 
grof en wyd gespasieer. Ronde dele van verminderde 
digtheid kan soms hier gesien word en is te wyte aan 
kraakbeeneilande wat hier agtergebly het. 

Eksostoses aan die mediale kant van die tibia se 
proksimale deel is meer algemeen as by infantile ragitis. 


S.A. MEDICAL JOURNAL 


13. February 1954 


Veranderinge by die distale epifise van die humerus is 
meer algemeen in resistente ragitis. 

Die afwesigheid van die lamina dura in die tandkaste 
is opvallend by resistente ragitis. 

Afwykings in die Liggaamsfisiologie. 1. Bloed: Die 
kalsiuminhoud is verlaag of normaal. Fosfor is konstant 
verlaag. Die alkaliese fosfatase is verhoog—by vol- 
wassenes soms normaal. Die Ca x P waarde is altyd 
onder 30 (normaal 40-55). 

2. Die kalsiumuitskeiding in die urine is verminder. 

3. Stoelgang: Die kalsium sowel as die fosforinhoud 
is normaal of verhoog. 


DIFFERENSIELE DIAGNOSE 


1. Gewone infantile ragitis word soms na die ouderdom 
van 2 jaar gesien. Hulle genees egter goed met gewone 
dosering van vitamine D. 

2. Renale en coeliac ragitis word uitgesluit deur nier- of 
spysverteringstelsel-siektes uit te sluit. 

3. Hiperparatiroidisme kan meesal deur die bloed- en 
urineondersoeke uitgeskakel word. Soms is beenbiopsie 
nodig om te kan onderskei. 

4. Osteo-chondro-distrofie—Morquio-Brailsford. Hier 
is die bloedgemieé altyd normaal. 

5. Dyschondroplasie, of Ollier se siekte: Die réntgen- 
beelde mag baie verwarrend wees, en sommige 
sogenaamde gevalle van dyschondroplasie is werklik 
resistente ragitis. Die bloedondersoeke is egter normaal. 
Dieselfde geld vir achondroplasie. 

6. Skeurbuik moet in gedagte gehou word, maar die 
X-straal beeld, tesame met bloedontleding, onderskei die 
toestand gewoonlik. 

7. Osteogenese Imperfekta: Ook hier is die bloed 
normaal en die rontgenbeelde taamlik kenmerkend. Blou 
sklera kom soms in hierdie siekte voor. 

8. Fanconi de Toni Sindroom: Hierdie sindroom mag 
resistente ragitis in baie opsigte naboots. Sommige 
deskundiges meen selfs dat vitamine D resistente ragitis 
*n baie ligte vorm van renale ragitis van die Fanconi de 
Toni tipe is. Daar is gewoonlik nie glukose en aminosure 
in die urine by resistente ragitis nie. Ook is die ander 
afwykings soos cirrhose van die lewer nie ’n kenmerk van 
resistente ragitis nie. 

9. Renale acidose: Die urine bly konstant van ’n hoé 
suurgehalte met die lakmoestoets. 


BEHANDELING 


Groot, selfs massiewe dosisse vitamine D is nodig om 
genesing in hierdie gevalle teweeg te bring. Later is 
onderhoudende dosisse nog vir ’n onbepaalde tydperk 
nodig om terugvalle te voorkom. 

Elke geval moet egter op eie meriete behandel word. 
Sommiges genees goed op 100,000 E vitamine D per dag. 
Hierdie dosis word maandeliks verdubbel totdat ’n 
gunstige reaksie verkry word. 

Volgens Albright word ‘n goeie respons tot vita- 
mine D terapie deur die volgende gekenmerk: 

1. Verhoging van kalsiumuitskeiding in die urine, soos 
vasgestel kan word met die Sulkowitch-toets, of beter 
nog, met gemiese ontleding. 

2. Verhoging van die kalsiumwaardes in die bloed. 

3. Verlaging (vermindering) van die alkaliese fosfatase- 
waardes in die bloed. 
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New antibiotic 
treatment 

of 
otologic 
infections 


Formula: TYOTOCIN: 


1. Brings prompt relief from pain and 
Benzocaine 1.25% 
5.0% 2. Has prolonged antibacterial and anti- 
Hexylresorcinol 0.1% fungal properties 
Propylene glycol, anhydrous 50.0% 3. Virtually non-cytotoxic. » 
Alcohol 0.5% 4. Contains no obscuring dyes. 

Glycerin anhydrous q.s. 


5. Is indicated in the treatment of bacterial 


and mycotic infections 


Literature on request : of the ear, i.e. 


Sharp & Dohme furunculosis, otitis externa, 
P. O. Box 5933 otitis media and myringitis. 
Johannesburg 
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Despite the implication in the 
name, athlete’s foot is more prevalent 
amongst the non-players than it is amongst 
players, to all of whom care of the feet is 
of primary importance. The introduction 
of Mycil, the new fungicide developed in 
the B.D.H. Research Department, has made 
available to medical men a highly effective 
preparation for prevention and treatment 
of this widespread infection. Mycil is avail- 
able as Mycil Ointment and Mycil Dusting 
Powder. 
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The problem was 


to provide neutral, soluble aspirin in stable table tablet form 


The therapeutic advantages of the calcium salt of properties of aspirin — analgesic, antipyretic and anti- 
aspirin over aspirin itself have been repeatedly stressed rheumatic and, being soluble, it is more rapidly absorbed 
in medical literature. Being an acid substance of low and consequently more speedy in its therapeutic effect. 
solubility, aspirin may act as a gastric irritant. By Thus Dispirin embodies the virtues both of aspirin and 


contrast, calcium aspirin is neutral and highly soluble. of calcium aspirin without certain 


Calcium aspirin, however, hos its own defects. It is an defects which hitherto have re- 
unstable compound, and its presentation in stable and _ stricted the usefulness of these two 
palatable form has challenged research workers for preparations. Disprin rapidly 
mony years. The difficult problem of the preparation dissolves in water to yield a 
of calcium aspirin in stable and palatable form has at solution of calcium aspirin, 


last been solved in Disprin. Disprin has all the valuable neutral, stable and palatable. 


Stable and palatable calcium aspirin 
Soluble and substantially neutral 


Clinical samples and literature supplied on application. 


Special hospital pack — prices on application. Made by the manufacturers of “Dettol”’ 


RECKITT AND COLMAN (AFRICA) BOX 1097, CAPE TOWN 
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4. Verbetering in die X-straal voorkoms. 
5. Vermeerdering van groei in lengte tot | cm. per 
maand. 

6. Vermindering in die kalsiuminhoud van die stoel- 
gang. 

7. ’n Wisselvallige verhoging in die fosforwaardes van 
die bloed. 

Verskeie skrywers maak melding van die waarneming 
dat die fosfor, nieteenstaande intensiewe behandeling, 
konstant laag bly of alleen ’n geringe styging toon. 
Geen verklaring kan nog hiervoor gegee word nie. 

Weens die gevaar van vitamine D intoksikasie met 
hierdie hoé dosisse, is dit gebiedend noodsaaklik om ten 
minste een keer per week die volgende toetse te doen: 

1. Die Sulkowitch-toets vir kalsium in die urine soos 
beskrywe deur Albright en Reifenstein. Hierdie toets 
is nie baie betroubaar nie. 

2. Bepalings van die kalsium, fosfor en alkaliese 
fosfatasewaardes in die bloed. 

3. Réntgenfoto’s van die bekken en epifises by die 
pols en kniegewrigte. 

4. Mikroskopiese ondersoek van die urine vir kalsium- 
fosfaat-kristalle, rooiselle en silinders. 

Waar pasiénte vir lang tydperk immobiliseer word, 
moet selfs versigtiger opgetree word, aangesien daar 
groter gevaar vir intoksikasie bestaan. 

Vroeé tekens van vitamine D-intoksikasie is: verlies 
van eetlus, mislikheid en braking. Later volg oligurie 
en hematurie as gevolg van nefrokalsinose en eindelik 
anurie en dood te wyte aan uremie. 

Intoksikasie is onwaarskynlik met bloedkalsium- 
waardes onder 12 mg. %, of waar die Sulkowitchtoets 
minder as 3 + vertoon. 

Nadat die siekte tot genesing gekom het, word die 
dosisse verminder. Ook hier is dit nie moontlik om ’n 
vaste reél neer te lé nie. Gewoonlik is die helfte, of selfs 
*n derde van die hoeveelheid wat nodig is om genesing 
te bewerkstellig, ’n voldoende onderhoudende dosis. 

Dit is ook nie moontlik om die duur van die onder- 
houdende behandeling vas te stel nie. Sommige gevalle 
kom by puberteit tot genesing, andere bly aktief tot 
in volwasse leeftyd. Elke geval moet deur noukeurige 
opvolging op sy eie meriete behandel word. 

Wanneer besluit word om operatiewe korreksies van 
deformiteite uit te voer, moet alle tekens van aktiwiteit 
opgeklaar wees. Daarbenewens moet die pasiént ten 
minste 6 weke lank nie meer die hoé dosisse van vita- 
mine D ontvang nie, maar net ’n onderhoudende dosis. 
Die rede hiervoor is dat vitamine D ’n neiging tot 
ophoping in die liggaam toon. Verder is daar ’n groter 
groter gevaar van intoksikasie wanneer die pasiénte 
immobiliseer word. 


GEVAL No. 1 
J. M., ’n 15-jarige meidjie. | Pyn in beide heupe en mankheid vir 
die afgelope 5 jaar. 

Geskiedenis. Die pasiént was in alle opsigte normaal tot 5 jaar 
gelede. Sy het toe ’n ulkus onder die regtervoet ontwikkel, wat 
na twee weke in die bed spontaan genees het. Hierna het sy pyn 
in albei heupe ontwikkel wat geleidelik erger geword het, veral 
met loop en staan. Later het sy weens die pyn met groot moeite oor 
die weg gekom, en het ook pyn in haar rug en albei bene ontwikkel. 
Sy het gou uitgeput geraak en altyd moeg gevoel. 

Vorige geskiedenis. Sy is aan die bors gevoed tot die ouderdom 
van 13 maande. Toe sy 15 maande oud was, het sy begin loop, 


VIR GENEESKUNDE 


en volgens die moeder was sy in alle opsigte normaal. Haar 
voedsel het hoofsaaklik bestaan uit: pap, melk en vieis met groente 
of vrugte af en toe. 

Sover vasgestel kon word het die pasiént nooit enige ernstige 
siekte gehad nie. Sy het haar ook nooit beseer nie. 

Geen afwykings van mikturisie, stoelgang en menstruasie is in 
die verlede ondervind nie. 

Ondersoek. Die pasiént was klein vir haar ouderdom; lengte 
4 voet 8 duim, gewig 79 pond. Temperatuur 97.8°F. Polssnelheid 
78 per minuut. Asemhaling 18 per minuut. Bloeddruk 116/76 
mm. kwik. 

Sonder hulp het sy met groot moeite geloop. Dit was ’n rukkerige 
waggelgang met kort, aarselende treé. 

Die volgende afwykings is in die liggaamsbou opgemerk: ’n 
opvallende ronde kifose in die torakaal streek; die kenmerkende 
duifbors- en rosekrans-deformiteite van ragitis; Harrison se sulkus 
was teenwoordig; haar kop was lank in ’n antero-posterior 
rigting, maar sywaarts verplat; die onderkaak was baie prominent, 
wat haar gesig lank en smal laat voorkom het; die metafises in 
die gebied van die pols-, knie- en enkelgewrigte was opvallend 
verdik. 

Albei heupe was in ongeveer 20° fleksie en 10° adduksiestand. 
Verdere fleksie en rotasie was heelwat beperk en pynlik. 

Die buik was prominent en die lewer duidelik voelbaar. Méilt- 
en limfkliervergrotings is nie gevind nie. 

Geen afwykings kon in die ander sisteme vasgestel word nie. 

Urinére stelsel—behalwe vir enkele etterselle, kon geen abnormale 
bestanddele i in die urine gevind word nie. Die reaksie was alkalies. 

*n Intraveneuse piélogram was in alle opsigte normaal. 

Die Sulkowitch-toets vir kalsium in die urine was negatief en die 
soortelike gewigtoets het getoon dat die urine tot 1024 konsentreer. 
Die laagste verdunning was 1001. 

Die bloedureum inhoud was 36 mg. %. 

Bloedondersoeke. Bloedkalsium 11 mg. ° 
Bloed alkali-fosfatase 72 K.A. eenhede. 

Telling: Rooiselle 4,480,000 per k.mm. Witselle 7,500 (poli- 
morfs 36%, limfosiete 48°, monosiete 14°%, eosinofiele 1°, 
basofiele 1%). 

Die bloedplaatjies het normaal yoorgekom. 

oe Albumine 3.87g. °%, globuline 2.81 g. °%, totaal 

68 g. %. 


Bloedfosfor 1.5 mg. 
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Fig. 1(a). X-straalfoto van die bekken en heupgewrigte. Let op 
die volgende: Wydverspreide osteoporose met growwe en wyd- 
gespasicerde trabekulasies. Swak begrensing van die bene te wyte 
aan dun en onderbroke kortikale lyne. Erge coxa vara met wye 
en swak omlynde epifises. Misvorming van die bekken met wye 
en wollerige voorkoms van symphysis pubis en Milkman-Looser 
sone in beide rami pubis superior. 
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X-straalfoto van beide polsgewrigte, wat verdikking 
van die metafises toon. Verder kan ook die osteoporose en wye 
vaag-omlynde epifises, wat wollerig voorkom, gesien word. 


Fig. 1(6). 


Wassermann-toets negatief. Serumklorieds 660 mg. %. Alkali 


reserwe 68 volumes °% 
Bloedsuiker-kurwe : 


Tyd Bloed Urine 
Vastende suiker 104 mg. % Negatief 
Eerste $ uur 
Tweede $ uur 
Vierde $ uur 


Stoelgang. Geen makroskopiese abnormaliteite is waargeneem 
nie Die vetinhoud van ‘n droé stoelgang—24 uur monster— 
was 18% van die totaal. 


Réntgen-foto’s (sien Figs. 1(a) en 1(6)). 

Diagnose. Weens die afwesigheid van nier- en spysverterings- 
kanaalafwykings, is vermoed dat hierdie "n geval van vitamine D 
resistente ragitis is, en ooreenkomstige behandeling toegedien. 

Behandeling. Daar is begin met daaglikse toediening van 100,000 
eenhede vitamine D per mond. 

Die Sulkowitch-toets is 2-maal per week gedoen; bloed-, kal- 
sium-, fosfor- en alkali-fosfatasebepalings maandeliks; en mi- 
kroskopiese ondersoek van die urine weekliks vir bloedselle en 
kristalle. Réntgenfoto’s is maandeliks geneem. 

Na verloop van een maand was daar weinig verandering in die 
pasiént se toestand te bespeur. Die dosis van vitamine D is 
gevolglik verhoog na 200,000 eenhede per dag. Ook hierdie dosis 
het geen verskil teweeggebring nie. Die dosis is na 300,000 eenhede 
opgeskuif. Dit was egter eers nadat sy 500,000 eenhede vitamine D 
ontvang het (ongeveer 44 maande na die aanvang) dat ’n merkbare 


verbetering ingetree het. (Sien Tabel I.) 
Taser I 

Datum Vit. D dosis Kalsium Fosfor Alk. fosfatase 
6.9.52 100,.000E 10.1mg.% 1.5mg. % 32K.A.ecenh 
10.12.52 400,000E 104,, ,, | 
12. 1.53 500,000 E « 


Haar algemene toestand het nou baie verbeter; sy kon makliker 
loop; die bewegings van die heupe was beter en pynloos en die 
——— -foto’s het 'n merkbare verbetering getoon (sien Figs. 2(a) 
en 2(d)) 

Nadat ° n geleidelike verbetering gehandhaaf is, is sy ontslaan 
met *n onderhoudende dosis van 250,000 eenhede vitamine D en 
is gevra om maandeliks vir opvolging aan te meld. 
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Fig. 2 (a). X-straalfoto van bekken en heupgewrigte 4 maande na 
die aanvang van behandeling. Daar is nou merkbare verbetering 
te bespeur. Die algemene kalkinhoud van die bene is beter, die 
begrensing van die indiwiduele bene, sowel as van die boonste 
femorale epifisére kraakbeen is goed en die pseudo-frakture byna 
genees. 


Fig. 2 (6). X-straalfoto van die polsgewrigte van dieselfde pasiént, 
om die verbetering na massiewe dosering met vitamine D aan te 
toon. 


GevAL No. 2 


M. M., naturellemeidjie, 5 jaar oud. Deformiteite van bene, arms 
en borskas. 

Geskiedenis. Ongeveer 8 maande na geboorte het die moeder 
opgemerk dat die baba se arms en bene krommer is as die van haar 
ander kinders; die borskas was ook buitengewoon prominent. 
Behandeling met lewertraans vir meer as ‘n jaar het geen ver- 
andering teweeggebring nie. Die toestand het eerder vererger. 

Vorige geskiedenis. Die bevalling was in alle opsigte normaal. 
Na geboorte is niks verkeerds opgemerk nie. 

Sy is aan die bors gevoed tot by die ouderdom van ongeveer 
1 jaar. Daarna het haar voedsel hoofsaaklik bestaan uit pap en 
melk; vrugte en groente af en toe; vieis is ongeveer een keer per 
maand gegee. 

Toe sy ongeveer 18 maande oud was, het sy begin regop staan, 
maar eers begin loop toe sy 2 jaar oud was. Sy het egter nooit met 
gemak geloop nie en verkies om te kruip. 

Ongeveer 9 maande voor opname het die kind kinkhoes ont- 
wikkel. Volgens *n geneesheer wat haar tydens hierdie siekbed 
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behandel het, sou sy ook broncho-pneumonie ontwikkel het. Haar 
toestand was sorgwekkend vir ongeveer 2 weke. Hiervan het sy 
heeltemal herstel maar kon sedertdien nog nie weer loop nie. 

Geen afwykings is in die stoelgang of urine opgemerk nie. 

Familiegeskiedenis. Die ander vier kinders in die familie, asook 
die ouers, is gesond. Niemand van hulle ly aan enige deformiteite 
nie en almal is van normale grootte. 

Ondersoek. Die pasiént was lewendig van geaardheid en het 
intelligent voorgekom. 

Die algemene voedingstoestand was redelik goed. 

Sy kon sonder hulp staan, maar het, weens die erge deformiteit, 
met moeite geloop. 

Temperatuur 98.6° F. Polssnelheid 86 per minuut. Asemhaling 
20 per minuut. Bloeddruk 108/74 mm. kwik. Gewig 25 pond. 

Die volgende afwykings is gevind: 

1. Dwergisme—lengte 34 duim. 

2. Antero-laterale buiging van beide femora. 

3. Anterior buiging van albei tibiae in hulle onderste derde, 
met ’n hoek van ongeveer 70°. Die metafises by die knie en enkel 
was verdik. Beide voete was in ‘n equinus stand. 

4. Die skedel was sywaarts effe verplat, maar lank in ‘n antero- 
posterior rigting—omtrek, 20$ duim. Frontale uitbultings was 
merkbaar. 

5. In beide voorarms was daar erge postero-laterale buiging 
van die radius, met opvallende verdikking van die metafises by 
die polse. Pronasie en supinasie was baie beperk. 

6. ‘n Ragitiese rosekrans was duidelik voelbaar. Ook was daar 
*n matige duifbors-deformiteit met ’n ronde kifose van die torakale 
werwels. Die ligamente van die knie was baie verslap en algemene 
spierswakheid teenwoordig. 


Fig. 3. X-straalfoto van linkerarm en -been, met tipiese ragitiese 
veranderings. Let op dat die onderste epifise van die humerus 
ook aangetas is, asook op die erge buiging van die femur en tibia, 
met etlike pseudo-frakture in die humerus, femur en radius. 
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Urinére stelsel. Geen abnormale bestanddele is in die urine 
gevind nie. 

Die Sulkowitch-toets vir kalsium in die urine was negatief. 

Deeling-chromatografie het nie ‘n oormaat aminosure in die 
urine getoon nie. 

*n Intraveneuse piélogram was normaal in alle opsigte. 

Die bloedureum-inhoud was 63 mg. °%. 

Die soortelike gewigtoets het getoon dat die urine tot 1024 
konsentreer; die laagste verdunning was 1004. 

Bloedondersoeke. Bloedkalsium 9.3 mg. %.  Bloedfosfor 
1.7 mg. %. Alkaliese fosfatase 106 K.A. eenhede. 

Bloedproteine. Albumine 3.28 g. %, globuline 1.54 g. %, 
totaal 4.82 g. %. 

Die bloedtelling was binne normale perke en die plaatjies het 
normaal voorgekom. 

Wassermann-toets negatief. 


Serum-klorieds 640 mg. % 
Alkali reserwe 60 volumes °%. 


Bloedsuiker: 

Tyd Bloedsuiker Urine 
Vastende suiker 107mg. % Negatief 
Eerste $ uur 
Derde $ uur 
Vierde 4 uur 130 ,, 


Stoelgang. Daar is nie *n oormaat vet in die droé stoelgang 
gevind nie. 
Rontgen-foto’s (sien Fig. 3). 


Diagnose. Alhoewel geringe nierskade op grond van die hoé 
bloedureum-inhoud nie heeltemal in hierdie geval uitgeskakel kon 
word nie, is op grond van die geheel, die diagnose van resistente 
ragitis gemaak. 

Behandeling. Die behandeling en voorsorgsmaatreéls was prinsi- 
pieel dieselfde as in Geval 1. 

‘n Dosis van 300,000 eenhede vitamine D was egter voldoende 
om die gewensde verandering te bewerkstellig. 

Die Sulkowitch-toets het nou 'n dubbel plus-hoeveelheid kalsium 
in die urine getoon. 


Fig. 4 (a). X-straalfoto van die femora en knieé vier maande na 
behandeling begin is. Duidelike verbetering is nou sigbaar; die 
pseudo-frakture is genees, die kalsiuminhoud van die bene is 
beter en die begrensing in die gebied van die epifise is skerper. 
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Fig. 4 (6). X-straalfoto van die voorarms van dieselfde pasiént, 
wat dieselfde tekens van verbetering aantoon soos in Fig. 4 (a). 


X-straalfoto’s het 'n baie duidelike verbetering getoon. 

Die bloedondersoek was nou soos volg: Kalsium 10.7 mg. %, 
fosfor 5.3 mg. %, alkali-fosfatase 78 K.A. eenhede, bloedureum 
43 mg. %. 

_ Al bogenoemde veranderinge het ongeveer 4 maande na opname 
ingetree. 

Op hierdie tydstip is die daaglikse dosis van vitamine D verminder 
na 100,000 eenhede. Ses weke hierna is ‘n osteotomie van die 
regter tibia gedoen. Die linker tibia is 5 weke later gedoen. 

Die post-operatiewe verloop na albei operasies was bevredigend. 
By ontslag—2 maande na die jongste osteotomie—was haar toestand 
heeltemal bevredigend; albei osteotomies was geheg en sy kon 
met gemak loop. 

Die moeder is aangesé om die kind gereéid maandeliks te bring 
vir opvolging. Verdere osteotomies van die femora sal heel 
waarskynlik op ‘n latere tydstip nodig wees. 


BESPREKING 


Vitamine D resistente ragitis word teenswoordig alge- 
meen aangeneem as ‘n duidelik omskrewe entiteit, 
gekenmerk deur die volgende: 

(a) Die voorkoms van ’n tipiese aktiewe ragitisbeeld 
na die ouderdom van 2 jaar wanneer infantile ragitis 
onder gewone omstandighede genees behoort te wees. 

(5) Geen verbetering in die toestand met die gewone 
behandeling vir ragitis nie. 

(c) Goeie verbetering en soms genesing, eers nadat 
massiewe dosisse van vitamine D toegedien word. 

(d) Geen tekens van vitamine D intoksikasie, selfs on- 
der die langdurige gebruik van geweldige groot dosisse nie. 

(e) Afwesigheid van nier- of spysverteringsorgaan- 
siektes wat as etiologiese faktore beskou kan word. 

Daar bestaan nie helderheid omtrent die etiologie in 
hierdie siekte nie. Tot dusver kon geen organiese 
afwykings wat moontlik die oorsaak kan wees in die 
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verskillende organe vasgestel word nie. Daar is verskeie 
teorieé, die aanneemlikste waarvan skyn te wees dat daar 
*n intrinsieke weerstand in die liggaam tot vitamine D 
se werking bestaan. Hierdie weerstand mag oorerflik 
of verworwe wees. 

Die moontlikheid dat die siekte ’n uiting van ‘n baie 
geringe nierafwyking is, is nie onteenseglik uitgesluit nie. 
Die toestand mag byvoorbeeld nageboots word deur die 
tipe waar betreklik min afwykings in die tubules alleen 
aangetref word, soos in die Fanconi de Toni-sindroom. 
Waar die beskikbare nierfunksietoetse geen afwykings 
toon nie, moet ons op die huidige oomblik renale 
ragitis uitsluit. 

Feldman® en Hess’ is van mening dat die donker vel 
van nie-blankes ‘n belangrike bykomstige etiologiese 
faktor is in die hoér voorkomssyfer van infantile ragitis 
onder gekleurde rasse. Dit is veral die geval waar hulle 
vanuit hulle natuurlike staat na stede verhuis. Die 
skrywers maak egter geen melding van die verband 
tussen *n donker vel en resistente ragitis nie. 

Waar gevalle van aktiewe ragitis na die ouderdom 
van 2 jaar voorkom, of waar deformiteite herhaal na 
operatiewe korreksie, is dit belangrik om die moontlik- 
heid van resistente ragitis in gedagte te hou. 

Alvorens ’n diagnose van dyschondroplasie of osteo- 
chondrodistrofie gemaak word, moet resistente ragitis 
eers uitgesluit word. 

Die behandeling met massiewe dosisse vitamine D 
gee baie bevredigende resultate. Die duur van die 
huidige opvolging is onvoldoende om te kan oordeel of 
enige blywende resultate verkry kan word sonder onder- 
houdende dosisse. Albright en andere meen egter dat 
sommige gevalle wel tot genesing kom. 

Wanneer groot dosisse vitamine D toegedien word is 
dit uiters belangrik om noukeurige kontrole uit te oefen 
weens die ernstige gevare van intoksikasie. 


OPSOMMING 


1. ’n Kort oorsig van die huidige patogenetiese in- 
deling van ragitis word gegee. 

2. Die patogenese van ragitis, veral in soverre dit die 
vitamine D resistente tipe aangaan, word bespreek. 

3. Die patologie, kliniese beeld, réntgenstraal voor- 
koms en die afwykings in liggaamsfisiologie word uit- 
eengesit. 

4. Die differensiéle diagnose word genoem. 

5. Die behandeling en voorsorgsmaatreéls teen moont- 
like vitamine D intoksikasie word breedvoerig behandel. 

6. Twee gevalle word volledig beskryf. 
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EDITORIAL 


ALLERGIC REACTIONS 


In experimental studies allergic reactions can be repro- 
duced regularly in the individual on re-exposure to the 
antigen. In clinical medicine also there are clear-cut 
cases where the evolution of the allergic state and the 
appearance of its manifestations are evident and can be 
observed under almost controlled conditions. In these 
cases a causal allergen is known, and, but for this, proof 
might have been obscure. There are numerous examples 
of this type of relationship, as seen for example in the 
pure pollen hay-fever subject who is aware of the seasonal 
nature of the condition, in patients sensitive to animal 
dander, and in patients sensitive to some food or drug 
who have recognized the relationship between exposure 
to the allergen and a particular clinical manifestation. 
Such clear-cut clinical cases, however, serve to accentuate 
the difficulties that arise in other cases from individual 
variations in response and the influence of non-allergic 
factors. There are often in relation to the allergic 
reaction various non-allergic or non-specific factors that 
may produce additive effects and may be of predomina- 
ting importance clinically. The primary role of the 
antigen-antibody mechanism must however be establish- 
ed if allergic disorders are to be prevented. 

Where no causal relationship can be determined from 
the history or by investigation the suspected allergic 
disorder may become a difficult clinical problem. The 
clinical history is very important for the diagnosis of 
allergy, and for the identification of the causal allergens. 
Skin testing may not be necessary for the experienced 
observer to identify the more likely allergens;! but 
experience is necessary if the clue to the allergen is to be 
recognized in the history. Knowledge is required of the 
distribution of allergenic substances in the environment, 
and systematic questioning to elicit the influence on 
symptoms of the time and season of the year, the time 
of day, the place, and other factors. The commoner 
allergens should be studied before a search is made for 
more unusual causes. There is a tendency for the pattern 
of allergens to change in the same case, starting in infancy 
chiefly with food allergens such as milk, eggs, fish, 
wheat, nuts and chocolate, and followed later in life 
chiefly by inhalant allergens such as pollens, house dust, 
feathers, animal dander, mould spores, etc. Then there 
are contact sensitizers such as dyes, cosmetics and many 
other substances. Therapeutic agents have become of 
great and growing importance; small doses quite in- 
nocuous to a normal subject may elicit reactions of an 


allergic type quite unrelated to the pharmacological 
actions of the drug. 
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VAN DIE REDAKSIE 


ALLERGIESE REAKSIES 


Eksperimenteel kan gereelde allergiese reaksies veroor- 
saak word deur die individu weer aan die antigeen bloot 
te stel. Klinies is daar ook gevalle waar die ontwikke- 
ling van die allergiese toestand en die openbaring van die 
manifestasies daarvan heeltemal duidelik is en feitlik 
onder kontroletoestande waargeneem kan word. In 
sulke gevalle is ’n kousale allergeen bekend en as dit nie 
so was nie sou die bewys moontlik verborge wees. 
Daar is talle voorbeelde van hierdie soort verhouding 
onder ander die egte stuifmeelhooikoorslyer wat bewus 
is van die invloed van die jaargety op sy toestand, 
pasiénte wat vir diereskilfers oorgevoelig en ander wat 
vir sommige voedingstowwe en middels oorgevoelig is, 
wat bewus is van die verhouding tussen blootstelling aan 
die allergeen en ’n besondere kliniese manifestasie. 
Sulke skerp omlynde kliniese gevalle beklemtoon egter 
die probleme wat in ander gevalle voorkom te wyte aan 
individuele reaksie-afwykings en aan nie-allergiese fak- 
tore. Daar is dikwels verskeie nie-allergiese of nie- 
spesifieke faktore wat meegaande reaksies mag teweeg- 
bring wat klinies van oorheersende belang kan wees. 
Om allergiese ongesteldhede te voorkom moet dié 
hoogsbelangrike antigeen-teenmiddel-meganisme egter 
gekonstateer word. 

As die geskiedenis of die ondersoek geen kousale 
verhouding kan bepaal nie, kan die verdagte allergiese 
ongesteldheid moeilike kliniese probleem oplewer. 
Die kliniese geskiedenis is van die uiterste belang om die 
siekte te bepaal en om die kousale allergeen te identifiseer. 
Met die identifiseer van die meer waarskynlike allergene 
is huidtoetsing vir die meer ervare waarnemer miskien 
oorbodig;! maar om die sleutel tot die allergeen in die 
geskiedenis te ontdek is ondervinding onontbeerlik. 
Kennis van die distribusie van allergiese stowwe in die 
omgewing is ’n vereiste asook stelselmatige ondervraging 
om die invloed van die jaargetye, die tye van die dag, 
die woonplekke en ander faktore, vas te stel. Rekening 
moet met die meer gewone allergene gehou word al- 
vorens na die meer ongewone oorsake gesoek word. 
Die allergeen-patroon is geneig om in dieselfde geval te 
verander; in die kinderjare is die allergene hoofsaaklik 
voedingstowwe soos melk, eiers, vis, graan, neute en 
sjokolade om op latere leeftyd vervang te word deur 
inasemingstowwe soos stuifmeel, huisstof, vere, diere- 
skilfers, skimmelkieme, ens. Dan is daar ook gevalle 
van allergiese reaksies wat veroorsaak word deur 
aanraking met skoonheidsmiddels, kleurstowwe en baie 
ander stowwe. Die belangrikheid van geneeskundige 
middels neem steeds toe; die klein dosisse wat vir die 
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The basic mechanisms of allergic reactions and the role 
of allergy in clinical medicine have recently been reviewed 
by Pepys.2 The subject has been fully considered, 
and the review includes a survey of the term allergy, 
and details of the main groups of allergic reactions 
(immediate-type and delayed-type hypersensitivity reac- 
tions) as studied experimentally. Clinical allergic 
reactions are discussed by the author, who with emphasis 
on the difficulties of classification suggests the division 
of allergic subjects into groups. Some consideration 
has also been given to the role of the controversial 
intrinsic factors which influence allergic reactions, 
namely infection, psychosomatic factors and endocrine 
factors, which are well-recognized precipitating agents. 
Various tests have a place in the investigation of allergic 
disorders but only the principles of skin testing and diet 
trials as aids to diagnosis are presented in these articles, 
and finally some of the practical steps to be taken in the 
prevention of allergic disorders. These review articles* 
will aid those who are interested in gaining an under- 
standing of the modern concepts of allergic processes 
and their management in man. 
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Cohen (1953); Practical Penicillin: Lancet, 264, 168-170. 


Doses of 1,500,000 units Procaine penicillin were found to maintain 
an effective blood-penicillin level for 3 or 4 days. A single injection 
of this quantity (or 750,000 units for patients under | year old) 
was effective in 91 out of 100 cases. Only 4 patients in the total 
series of 100 required more than one injection. There were no side- 
effects in the entire group. 

There were 20 cases of boils in the series, 19 of ear infection, 
12 of face and neck sepsis, and 1-9 cases each of burns, carbuncles, 
sinus conditions, tonsillitis, cellulitis, dental sepsis, and eye, hand, 
leg, or perianal sepsis. 

In cases of infection or possible infection it is important to begin 
treatment early and it is preferable to give an unessential injection 
than to wait and hope that the infection will clear without it. 
Single-dose therapy compares favourably in cost with dressings, 
ointments, and other treatment which may be used. 

It is also helpful to the patient to be able to resume work 
promptly after absences due to minor acute infections, and valuable 
to the community to conserve the time of the doctor and the 
space of the hospital. 


Keefer (1953): Present Day Treatment of Subacute Bacterial 
Endocarditis. J. Amer. Med. Assoc., 152, 1397-1400. 


“It has been shown that at least 90°, of all strains of Str. viridans 
are inhibited by concentrations of penicillin of 0-01 to 1 unit per ml. 
and that the treatment of these strains is usually successful when 
adequate penicillin is given. If the organism is resistant to one or 
more units of penicillin then the results of treatment with penicillin 
alone are not wholly satisfactory. Cases in which this occurs 
frequently require combined antibiotic therapy or penicillin and 
renal tubular blocking agents such as probenecid (Benemid). 
“Selection of Antibiotics. It is generally agreed that penicillin is 
the antibiotic of choice for the treatment of all sensitive strains 
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normale persoon heeltemal onskadelik is, mag allergiese 
reaksies ontlok wat glad nie in verband met die farmako- 
logiese reaksies van die middel staan nie. 

*‘n Oorsig van die grondmeganismes van allergiese 
reaksies en die plek wat allergie in kliniese geneeskunde 
inneem is onlangs deur Pepys? gelewer. Die onderwerp 
was deeglik behandel en die artikel sluit ‘n oorsig van 
die bewoording ,allergie’ in en ook besonderhede van die 
vernaamste groepe allergiese reaksies (onmiddellike tipe 
en vertraagde tipe hipersensitiwiteitsreaksies) wat ekspe- 
rimenteel bestudeer is. Klinies allergiese reaksies is deur 
die skrywer bespreek wat die probleme i.v.m. klassifikasie 
benadruk en die indeling van allergielyers in drie groepe 
voorstel. Aandag is ook geskenk aan die betwisbare, 
intrinsieke faktore wat allergiese reaksies beinvloed, 
naamlik infeksie, psigosomatiese faktore en endokrien- 
faktore wat welbekende versnellings-agente is. Verskeie 
toetse is in gebruik om allergiese ongesteldhede te bepaal 
maar in die artikels word aandag slegs aan die grond- 
beginsels van huid- en dieettoetse bestee. Ten slotte 
word sommige van die praktiese stappe bespreek wat 
geneem moet word om allergiese ongesteldhede te 
verhoed. Hierdie oorsig sal vir diegene van waarde 
wees wat graag kennis wil opdoen i.v.m. die hedendaagse 
begrip van allergiese prosesse in die mens en die beheer 
daarvan. 

VERWYSINGS 


1. Swineford, O. en Weaver, W. M. (1944): Ann. Intern. Med., 


20, 293. 
2. Pepys, J. (1953): Postgrad. Med. J., 29, 351 en 564. 
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of non-haemolytic streptococci and Str. viridans and that penicillin 
and streptomycin should be used in combination in all cases of 
enterococcic endocarditis. 

‘Occasionally, other combinations of antibiotics, such as penicillin 
and chloramphenicol or penicillin and bacitracin, are useful in the 
treatment of resistant infections. These resistant organisms can 
be tested for their sensitivity in vitro in order to obtain a guide for 
selection of combined therapy. 

‘Forms. The two most widely used forms of penicillin for the 
treatment of subacute bacterial endocarditis are aqueous crystalline 
potassium penicillin G and procaine penicillin G. The first form 
may be combined with probenecid if high plasma concentrations are 
desirable and necessary. Procaine penicillin G has been used with 
success when fewer daily injections are needed. 

‘Dosage Schedules. Many different dosage schedules have been 
recommended, and, in spite of the variation of plan, two points 
stand out. First, the total duration of treatment is as important 
as the total daily dose of antibiotic. It has been suggested on the 
basis of study of many patients that the minimum daily dose of 
penicillin should be at least 2 million units and that treatment 
should be continued for a minimum period of 4-6 weeks. Naturally, 
the daily dosage must be gaged by the patient’s response to treat- 
ment. There has been a trend recently to use larger doses of peni- 
cillin (10 million units) combined with streptomycin (1 to 28 mg.) 
daily for 2 weeks or large doses of penicillin alone for only 2 weeks. 
Favourable results have been reported. When short-term treatment 
is employed, the patients should be watched very carefully for signs 
of relapse or recurrence of infection, since bacteriological relapse 
often occurs before clinical relapse. Relapses are most frequent 
during the first four weeks after treatment is discontinued. The 
final decision concerning dosage must rest with the clinical course 
of the patient, and new experience with experimental dosage 
schedules continues to demand attention.” 
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Acute disseminated (systemic) lupus erythematosus is a 
relatively rare condition which has been included within 
the large group of ‘diseases of the collagen system’.': *: % 
This group incorporates such conditions as generalized 
scleroderma, periarteritis nodosa, dermatomyositis, 
rheumatic fever and rheumatoid arthritis. Disseminated 
lupus erythematosus occurs predominantly among 
women in the child-bearing period of life. It is usually 
associated with cutaneous and widespread visceral 
lesions * and its course is influenced to a varying extent 
by ACTH and cortisone. The discovery of these drugs, 
together with the demonstration of the ‘lupus erythema- 
tosus’ (L.E.) cell phenomenon by Hargraves, has led to 
increased interest in, and somewhat greater under- 
standing of, the nature of this condition. The following 
case shows several unusual and illustrative features 
which are worthy of record: 


CASE REPORT 


Mrs. J. G., a 55-year-old housewife, was admitted to hospital on 
19 December 1952 with pyrexia of unknown origin. She had been 
well until 2 months before admission, when she developed anorexia, 
nausea and fever. She was confined to bed for a short while and 
was treated as a case of influenza. About 5 weeks before admission 
she developed painfu! swellings of the small joints of the hands, and 
pain in the right shoulder. This was diagnosed as polyarthritis, and 
treated as such by her doctor. Though the arthritic manifestations 
subsided her other symptoms continued. At this time the nausea, 
anorexia, and acid regurgitation became very pronounced. Shortly 
before admission to hospital these symptoms abated slightly. 

Since the onset of the i!lness she had been having attacks of 
feverishness. A temperature chart kept at home showed an irregular 
pyrexia, with usually an afternoon rise in temperature, often as 
high as 104° F. The patient stated that this rise was associated with 
profuse perspiration, but rigors did not occur. During the evenings 
the temperature subsided and she felt relatively well. 

For a few weeks before admission she had also suffered from an 
irritating, unproductive cough, and there had been a slight stabbing 
pain in the left side of the chest, which was aggravated by coughing. 

There was no disturbance of bowel action or micturition. She 
had never suffered from sore throats or skin eruptions, or from 
joint pains before the onset of the illness. The menopause had 
occurred 4 years previously. Apart from childhood illnesses and 
an attack of influenza in 1918 she had always been in remarkably 
good health. There was no significant family history. 

Examination on admission. A fair-skinned, brown-haired, grey- 
eyed middle-aged female, who appeared toxic and who was 
perspiring freely. Temperature 102° F. Pulse rate 110 per minute. 

The eyes showed suffusion and slight oedema of the conjunctivae. 
No abnormality of the lungs found apart from a few fine crepitations 
at the right base. Blood pressure 130/80 mm. Hg. No clinical 
enlargement of the heart; heart sounds normal. Tongue and throat 
normal. Abdominal palpation revealed no abnormality. Neither 
spleen nor liver palpable. Central nervous system normal. No skin 
lesions or lymphadenopathy, and no evidence of joint lesions at 
this stage. 

Urine: No albumen, no sugar, no deposit. 

Stools: Nothing abnormal detected. 

Blood: Haemoglobin 12.4g.°, (80°). Packed cell volume 40°, 
Mean corpuscular haemoglobin concentration 31° Erythracyte 

sedimentation rate 10 mm. per hour (Wintrobe). White cells 
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5.000 per c.mm. (polymorphs 92°,, lymphocytes 8°%). Red cells 
morphologically normal. 

Sputum: No pathogens isolated on culture. 

Blood culture: on admission produced a growth of Staphylo- 
coccus albus. This was presumed to be a contaminant. Subsequent 
cultures were sterile. 

Clot culture produced no growth of B. typhosus or Brucella 
organisms. 

Agglutination tests negative for typhoid and brucellosis. 

X-ray of Chest: Slight elevation of the right diaphragm with 
anterior costophrenic pleural reaction and right basal atelectasis. 
Screening of the chest revealed normal diaphragmatic movement, 
but the radiologist reported that ‘the possibility of subdiaphragmatic 
pathology could not be excluded’. 

The clinical problem was thus that of a previously healthy, 
middle-aged female who presented with an intermittent high 
pyrexia of 2 months’ duration, which was associated with severe 
constitutional disturbance, but clinical or pathological evidence 
to indicate its cause was entirely lacking. 

Course and Treatment. During the first week in hospital she 
received only symptomatic treatment. Frequent tepid or ice 
sponges were required in the late afternoons, when her temperature 
rose regularly to 102° or 103° F. As her condition was evidently 
deteriorating it was decided, purely empirically, to try courses of 
antibiotics. During the subsequent 3 weeks she was given courses 
of penicillin, aureomycin, streptomycin, chloromycetin and 
ilotycin. These drugs had no effect on the course of the disease. 
Finally, because the radiological report suggested the possibility of 
subdiaphragmatic pathology, and because an amoebic liver abscess 

could not be excluded, she was given a therapeutic trial with 
emetine. This, also, had no beneficial effect. (Fig. 1.) 

She was seen by surgical and gynaecological consultants, and a 
laparotomy was tentatively suggested. 

nm 13 January 1953 a bone marrow biopsy was suggested. 

A sternal puncture was done and the pathologist reported that 
‘numerous L.E. cells, pathognomonic of acute disseminated lupus 
erythematosus’ were present. On the same day preparations made 
from peripheral blood showed the presence of large numbers of 
L.E. cells. Thus the diagnosis was established fortuitously. 

Treatment with ACTH was started immediately. It was first 
given in doses of 25 mg. 4-hourly. The response was dramatic 
(Fig. 1). Within 8 hours of the first injection the temperature fell 
from 103° F to subnormal and there was considerable subjective 
improvement. This response was maintained throughout the 
subsequent course of the patient's stay in hospital. After 48 hours 
the dose of ACTH was reduced to 25 mg. 6-hourly, and after a 
further 5 days was gradually replaced by oral cortisone. 

One week after commencement of treatment with ACTH a skin 
eruption appeared for the first time. This consisted of scaly 
erythematous plaques, 0.5-1 cm. in diameter on the forehead and 
abdomen. These lesions persisted for about 2 weeks and then 
completely disappeared. 

Three weeks after the commencement of treatment the patient 
was receiving 75 mg. cortisone daily by mouth. Thereafter her 
progress was uninterrupted. The only side-effect of treatment was 
a mild glycosuria, which was not of sufficient degree to occasion 
concern. The dose of cortisone was gradually reduced, and she was 
discharged from hospital on 6 March, 11 weeks after admission, 
and 74 weeks after commencement of ACTH therapy. She was then 
receiving 25 mg. cortisone daily. Despite the initial rapid objective 
response to treatment, her convalescence was slow, and it was some 
months before her strength had returned sufficiently for her to 
resume full activity. 

Following her discharge from hospital she was maintained on 
small doses of cortisone for 2 months. Treatment was then dis- 
continued. No untoward effects followed withdrawal of the drug 
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and she has remained in good health. She has been observed at 
regular intervals, and no L.E. cells have been found in the peripheral 
blood. The leucocyte count has remained normal throughout. 
At her latest attendance, 10 months after the initial remission, she 
said she felt as well as she did before the onset of her illness. 


DISCUSSION 


The case presents several unusual and interesting 
features. Systemic lupus erythematosus is rare in middle 
life. This patient had no skin lesions before treatment. 
Apart from the pulmonary signs, there was no evidence 
of any of the characteristic visceral lesions. Finally, a 
long and complete remission followed treatment with 
ACTH and cortisone, maintained after treatment was 
stopped. 

The absence of cutaneous lesions has been the subject 
of comment by Rakov and Taylor,’ who reported one 
such case. They stress the fact that ‘the disease may 
occur without a cutaneous eruption and that the patient 
might have the general picture of the disease for many 
months, with the eruption only developing a short time 
before death.” 

At the onset of the illness the present case showed 
transient arthritic changes. It is known that symptoms 
suggesting rheumatoid arthritis often herald the onset of 
lupus erythematosus. There was no definite evidence 
of endocardial, pericardial, serosal, renal or neurological 
involvement. The slight clinical and radiological signs 
at the right lung base may possibly have been due to the 
pneumonitis and atelectasis which is sometimes asso- 
ciated with disseminated lupus erythematosus.*® 

Johnson and Meyer,’ reviewing the literature and 
discussing 9 cases of their own, conclude that it is usual 
to obtain subjective and objective improvement from 
ACTH and cortisone therapy in lupus erythematosus, 
but that this is not sustained after treatment is stopped. 
Relapse is the rule, and in some cases the patient is worse 


after cessation of therapy than before treatment was 
started. ACTH and cortisone usually, but not always, 
result in disappearance of the L.E. cells from the bone 
marrow. The cases reviewed by MacKenna?* showed 
varying response to treatment, but the effect was almost 
invariably transient, relapse following when treatment 
was discontinued. 

It would appear, therefore, that in our case the 
prognosis must necessarily be guarded. The patiente 
progress has thus far been gratifying, but ultimat’s 
relapse is likely. 


SUMMARY 


A case of acute disseminated lupus erythematosus 
occurring in middle age is described. Cutaneous lesions 
were absent until after the commencement of treatment. 
The more common visceral lesions were absent. 
Diagnosis was established by observation of L.E. cells 
in the bone marrow and peripheral blood. A very 
dramatic response to ACTH occurred. Complete 
remission has been maintained for 8 months following 
cessation of treatment. 

My thanks are due to Dr. J. Tanchel, Medical Superintendent of 
Addington Hospital, for permission to report this case. I am 
indebted to Drs. B. Moshal, S. Holman and H. Gordon for their 
interest and advice. 
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The need for a modern method of controlling many of the 
distressing infections of the gastro-intestinal tract is met by 
the introduction of Guanimycin. 


Guanimycin is the first South African oral preparation of 
streptomycin combined with sulphaguanidine. 


Guanimycin is issued as a stable dry powder from which a 
smooth, palatable, homogeneous suspension may be made by 
simple mixture with water. 

Guanimycin is indicated for the treatment of gastro-enteritis, 
bacillary dysentery, summer diarrhcea, and other mixed infec- 
tions of the gastro-intestinal tract in infants, children and adults. 


GUANIMYCIN 


Trade Mark 


ORAL STREPTOMYCIN SULPHATE with SULPHAGUANIDINE 
In bottles to prepare 4 fluid ounces. 


Literature on application. 
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‘ASTHMA 
‘BRONCHITIS 
‘EMPHYSEMA 


are rapidly relieved by the 
INHALATION 
THERAPY 


BRONCHOVYDRIN is a specially balanced Adrenaline technique obviating 
parenteral injections and free of any secondary effects, yet affording dramatic 


relief of all forms of bronchospasm, whether physical, nervous or allergic. 


HAND INHALER e 
Available in cartoned bottles of 12.5 gm. 
Available with or 
without a Face Mask 
SUPER PAG is a large 


table model and can be 
supplied with single or 
double bulb, also with PNEUMOSTAT ELECTRIC INHALER is suitable for 
bakelite stand. AC-DC of 90-110 volts or 200-250 volts, and is supplied 
complete with two SUPER PAG Inhalers either of which 
is brought into use by a two-way tap 


RIDDELL INHALERS deliver a fine degree of dry atomisation in the 


region of 20 microns, which is absorbed by the alveoli with extreme rapidity 
affording relief to an ASTHMA attack within the matter of seconds and yet 
is very easily administered by the patient without inconvenience. 


Please write for technical data. 
PNEUMOSTAT ELECTRIC INHALER 


RIDDELL PRODUCTS LIMITED Lonoon 


AXTELL HOUSE, WARWICK STREET 
South African Representatives: FASSETT & JOHNSON LTD., 72 SMITH STREET, DURBAN. Phone: 2-9521 
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One successful method of infant feeding 
alone can compete in antiquity with the 
e — Sphinx. Doubtless, when the latter suc- 

cumbs to Time, breast feeding will still remain the unchallenged method of laying the found- 

ations of health and vigour. For more than 40 years Cow & Gate Milk Food has proved a reliable 
and effective substitute when breast feeding proves impossible. It can therefore claim to have 
been “‘ Tested by Time”’ even though this is measured in years rather than in centuries. 
Cow & Gate Milk Food is made by special processes from the selected milk of famous pasture- 
lands. The most modern, hygienic and scientific methods are applied at every stage of its 
preparation so that the valuable and exceptional nourishment of the milk is made available 
in its purest, most digestible and safest form. 


Literature more fully descriptive of the food and of the special preparations made for the treatment 
of abnormal conditions in children will be gladly sent on request. 


COW & GATE LTD 
GUILDFORD a SURREY 


* Now in regular supply. Distributing 
agents, B. P. Davis Ltd., P.O. Box 3371, 


Johannesburg, and at Cape Town, 
Durban, Port Elizabeth and East London 


CANCER RESEARCH 


No field of cancer research offers more promise than” chemotherapy and particularly the study of the growth 
inhibiting substances occuring physiologically. 


A solution of them, H.11, has been the subject of intensive research for twelve years. 
Evidence from Doctors and Hospitals indicates that H.1] is of value in controlling 
neoplastic growths, relieving pain, and improving the general condition, and yet is 
without any deleterious or side-effects. It can be administered orally, as tablets or by 
injection. 


Full information is available to members of the Medical Profession on request 


Prepared by: 


STANDARD LABORATORIES LTD. 


SUNBURY-ON-THAMES ENGLAND 
Sole Distributors in South Africa: 
Messrs. Lennon Limited, 
P.O. Box 39, 
Cape Town. 
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It is easy, at first glance, to mistake a paste imitation for a genuine blue-white diamond. Yet 
no-one purchasing a diamond ring would omit any precaution which would ensure his 
obtaining the genuine article. The importance of making certain that you obtain just what 
you ask for applies equally with Aminophyllin. 
Aminophyllin is an original, registered product of the Searle organisation; it is by no means 
the same as Theophyllin Ethylenediamine B.P. In both products the active ingredient 
is Anhydrous Theophyllin. But Aminophyllin Searle contains at least 80% Anhydrous 
Theophyllin, whereas Theophyllin Ethylenediamine B.P. never contains more than 78.5% 
and can contain as little as 71.5%. 
This difference of Anhydrous Theophyllin content (often as much as 10°) can 
make the vital difference between effective and ineffective treatment. You are 
advised, therefore, to make certain of obtaining precisely the product you want, by 
marking your prescriptions clearly ‘Aminophyllin Searle’. 


P.O. BOX 256, JOHANNESBURG 


CAPE NATAL PORT ELIZABETH 
P.O. Box 568, Cape Town P.O. Box 2383, Durban P.O. Box 789, Port Elizabeth 
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In this condition the foetus develops outside the mem- 
branes and in the reported cases usually the pregnancy 
has been intra-uterine. Sometimes following rupture 
the membranes shrink and the foetus is left inside the 
uterus but outside the chorion. 

Grossesse extramembraneuse according to Munro 
Kerr! usually manifests itself by 2 periodic bloody dis- 
charge, and has to be differentiated from hydrorrhoea 
gravidarum, in which the intermittent discharge is usually 
clear and yellowish, but only sometimes blood-stained. 
In Erskine’s? case the discharge was clear. 

‘The child is generally born dead, but occasionally it 
is born alive, in which case it is feeble and poorly 
developed.” 

Munro Kerr ' has seen two cases of secondary abdomi- 
nal pregnancy in which the foetus grew outside the 
membranes. Recently such a case was seen at King 
Edward VIII Hospital. 


REPORT 


The patient attended the ante-natal clinic on 7 October 
1953, when the following history was obtained :— 

She was a 5-gravida. All her pregnancies had ended 
in full-term normal deliveries. With her present preg- 
nancy her last menstrual cycle was in December 1952. 
Quickening had occurred at the fifth month of pregnancy, 
but before this she experienced an attack of severe 
abdominal pain accompanied by vomiting but not 
associated with any vaginal bleeding. Prior to this the 
patient had noticed a lower abdominal lump. Her 
pregnancy continued uneventfully till September, when 
she had a small vaginal bleed lasting about 2 days. 
About | week before attending the clinic foetal move- 
ments had ceased. 


Examination and Investigation. The patient’s general 
condition was fairly satisfactory. The pulse rate was 
90 per minute, and the blood pressure 100/60 mm. Hg. 
Her temperature was normal. Slight pallor of the mucous 
membranes was noticed. There was no oedema of the 
feet or sacrum and the urine was free of albumen and 
sugar. The respiratory and cardiovascular systems were 
normal. 

On palpation, the abdomen felt doughy and a normal 
uterus could not be outlined. A small foetus was felt 
indistinctly, lying transversely across the abdomen with 
the limbs palpable above the umbilicus. The foetal heart 
sounds were not audible. 

On vaginal examination the cervix was multiparous 
and healthy. The uterus was normal in size and displaced 
anteriorly by a firm slightly tender cystic mass filling the 
Pouch of Douglas. 

A diagnosis of extra-uterine pregnancy was made, and 
the patient was immediately referred to the radiological 
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department. A radiograph of the abdomen showed an 
approximately 8-months foetus lying transversely across 
the upper abdomen, with overlapping of the cranial 
bones. 

Hystero-salpingogram demonstrated lipiodol filling a 
non-gravid uterus, with both tubes clearly outlined and 
free spill of the dye into the peritoneal cavity. 

A blood count read as follows: haemoglobin 10 g.% 
(76%), mean corpuscular haemoglobin concentration 
32%, packed cell volume 34°, white cells 5,000 per 
c.mm. 

The Xenopus toad test gave a negative result. 


Operative Treatment and Findings. On 9 October 1953 
a laparotomy was performed under general anaesthesia. 
Immediately before operation a compatible blood 
transfusion was started and 2 pints of blood slowly 
transfused over a period of several hours. 

The abdomen was opened by a lower mid-line incision 
extending from } inch above the symphysis pubis to the 
umbilicus. On opening the peritoneum a macerated 
foetus was seen, lying free in the abdominal cavity above 
a smooth-walled ectopic sac. 

On following the umbilical cord downwards it was 
seen to enter the sac through a small opening on its 
inferior surface. The placenta was inside the sac, which 
was related to the right broad ligament. The broad 
ligament was antero-lateral to the ectopic sac. The 
secondary abdominal pregnancy had presumably follow- 
ed on a right tubal pregnancy. 

A few omental adhesions were stripped off the foetus, 
which was then delivered through the abdominal incision 
and the cord was ligated and cut. The ectopic sac was 
freed by blunt dissection from the omental adhesions 
and the right broad ligament. Bleeding was minimal. 
The appendix, which was also adherent, was left in situ. 
The upper part of the broad ligamert contained the 
vascular pedicle and this was securely ligated and severed, 
completely freeing the ectopic sac. 

The right ovary was not identified but the right ovarian 
and broad ligaments were markedly hypertrophied. The 
uterus was normal in size and anteverted, and the left 
ovary was healthy. The left tube was slightly reddened 
and its fimbriated end was adherent to the ectopic sac 
by fine adhesions. The pouch of Douglas contained a 
few ounces of dark altered blood. 

After delivery of the ectopic sac, the abdomen was 
closed. 

Examination of the specimens showed the sac to be 
rounded and smooth-walled, with a diameter of approxi- 
mately 6 inches. The canal through which the cord 
passed was smoothly lined and its circumference just 
bigger than that of the umbilical cord. 

A histology report on the specimens read as follows: 
‘Secondary abdominal pregnancy. Section of the round 
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mass shows degenerating and calcifying placental tissue 
with extensive haemorrhage, both old and recent. The 
fallopian tube is seen in the fibrous wall of the sac. 
Centres of ossification are present in the talus, calcaneus 
and cuboid, but not in the lower end of the femur, indi- 
cating approximate age 8-9 months’. 
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The weight of the baby was 3 lbs 8 oz and its length 
14 inches; the foetus was normally formed. 

The Puerperium was uneventful, and the patient was 
discharged on 19 October 1953. 

Discussion. The patient’s history and the clinical, 
operative and pathological studies indicate the course 


Radiogram of the Abdomen. Antero-posterior view showing foetus lying transversely in the upper abdomen with over- 
lapping of the cranial bones. 


Hystero-salpingogram. Antero-posterior view showing acute rotation of uterus with both tubes visible and free 
peritoneal spill of dye. 


Hystero-salpingogram. 


Lateral view showing marked anteversion of the uterus. 


Foetal parts are just visible in 


the upper part of the radiogram. 


Fig. 4. Photograph showing the relation of the foetus to the ectopic 
sac as found at laparotomy. Skin desquamation can be clearly seen. 


of events in this pregnancy. The episode of abdominal 
pain probably marks the time of rupture of the ectopic 


sac. After expulsion of the foetus into the peritoneal 
cavity, the pregnancy continued. The death of the foetus 
is explained by the accidental haemorrhage. 


SUMMARY 


is drawn to the condition known as 
the 


Attention 
grossesse extramembraneuse—pregnancy outside 
membranes. 


A case of secondary abdominal pregnancy is described 
in which at laparotomy the foetus was found free in the 
peritoneal cavity. 


I am grateful to Dr. S. Disler, Medical Superintendent, King 
Edward VIII Hospital, Durban, for permission to publish this 
case, and to Mr. Gilbey, F.R.C.S. Ed., M.R.C.O.G., Consulting 
Obstetrician and Gynaecologist, for helpful criticism and advice. 
I am indebted to Dr. M. Findlay for the radiological studies, and 
to Dr. J. Wainwright for the histology report. 
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Many members of the medical profession are deeply concerned 
about the present trend of things in the profession. Medical 
politics has entered the arena and we are in danger of being split 
to the detriment of ourselves, our patients and the future of the work 
we cherish. Speeches are being made, meetings are held, memoranda 
are prepared and medical men throughout the country are being 
roused by propaganda. Where is it going to end? 

Frank hatred is coming to the fore and men who have held 
important positions, who have done much for medicine in South 
Africa, men with characters above reproach, are being slandered 
and accused of dishonesty, selfishness and pride. 

Mud is slung at leaders of our profession, men who have rendered 
good service to thousands of patients, who have guided hundreds 
of young doctors along the right road and who have put South 
Africa on the medical map of the world by their ability and strength 
of character. To oust these people from their positions would be 
to do a disservice not only to them, but to the future of medicine 
in this country. 

It is my firm conviction that this ‘war’ is all due to misunder- 
standing in the first place, by people who are nevertheless sincere 
and mean very well, who are honest with themselves and with 
others, but do not see the matter in its broad and true perspective, 
and thus blame the wrong people and the wrong circumstances. 

Let us then objectively and dispassionately view the problems 
that beset medical practice and the harmony of the profession in 
South Africa to-day. 


THe STATUS OF THE G.P. 


It is often said that the status of the G.P. has been lowered. 
Personally, | doubt the truth of this. With the advance in medical 
science perhaps the knowledge of the G.P. has not developed 
pari passu with that of the specialist, but can this be wondered at 
if we stop to think for one moment? When I qualified 24 years ago 
it was possible to learn something about almost everything that 
was worth while in medicine and surgery, and the new graduate with 
two years of house appointments behind him was considered to be 
well equipped for almost all eventualities. But in recent years 
such rapid progress has been made in every branch of medical 
science that the mere possession of the M.B., Ch.B. degree means 
only that now the candidate can start to learn. 

Let us mention only a few examples. In bacteriology I do not 
recognize more than 30°, of the terms used in our daily reports. 
In pathology tremendous fields have been opened up and we talk 
of reticuloses, of malignant lymphomas, of minute classifications 
and grading of malignant disease. 

The biochemical field has become so involved, and blood chemis- 
try, electrolyte balance, and urine analysis and output values have 
acquired such important relationships in daily surgery and medicine 
that we cannot afford to approach a really sick patient without 
having a thorough knowledge of the clinical manifestation of 
electrolyte imbalance. We now talk of milli-equivalents instead of 
mgs. per cent. A really sick patient, especially with renal involve- 
ment, can have the tide turned for or against him by what we 
administer intravenously from hour to hour. When I qualified 
it was a major event to run in a pint of normal saline with dextrose. 
Now we have to consider sodium, potassium, lactates, chlorides, 
the CO, content, the protein content, the Hb°%, The cynic 
will argue that he can save his patients’ lives without all this 
nonsense. The answer is simply this: that if the ignoramus loses 
a patient he is convinced that it was inevitable, whereas those who 
know better will realize that with more knowledge many more 
lives can be saved. 

But this chemical science of the body’s states is so intricate that 
even those who profess to know argue daily about the significance 
of findings and their correct adjustment. What chance then has the 
man who only occasionally has to deal with complex biochemical 
problems, and who cannot get help from someone who knows a 
little more, or refuses to ask for it? 


Endocrinology is daily reaching new spheres, and important 


pituitary, thyroid and suprarenal activities and substances loom 
in front of the student as so many colossuses. 
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The science of obstetrics has reached new heights of perfection, 
and while I was in general practice, struggling many a time with 
uterine inertias, P.P.H. or abnormal positions, I prayed for the 
guidance of those able obstetrical hands that one finds in teaching 
hospitals. 

Knowledge of pre-eclamptic toxaemia, hepato-renal collapse 
resulting from an incompatible blood transfusion, or anaemia due 
to peritonitis or operative shock, is intricate and yet life-saving, 
and while one is still busy learning and reading something about 
these problems, the treatment of thyrotoxicosis in its various forms 
changes its colour and one is behind the times once more. 

Abdominal surgery has made amazing advances and the magni- 
tude of to-day’s operations would have caused the surgeon of 
30 years ago to collapse before starting. 

The understanding and treatment of diabetes, varicose veins, 
circulatory disturbances, skin diseases, mental conditions, and 
vitamin disorders, have become so involved that the G.P. can only 
know a little about each, and then he must still know something 
about middle ear disease, mastoiditis, cranial tumours, aneurysm 
of the circle of Willis, the infectious fevers, the encephalo-myelitides , 
childrens’ ailments, flat feet and haemorrhoids—and he must know 
that chloromycetin might produce agranulocytosis, and that 
terramycin is better than aureomycin for certain organisms and 
that neomycin can only be used on the surface and not orally 
or by injection. 

The study of the anticoagulants alone is enough to keep one 
busy for days, and no sooner do you know something about 
heparin, than dicumarol, then tromexan, and then dindivan, 
appear on the list. 


And then we come to those newer fields of surgery —oesophogec- 
tomy, vagotomy, transdiaphragmatic surgery, sympathectomy. 
Why, even our hearts are no longer sacred and valvulotomy for 
mitral disease, Blalock’s operations, arterial grafting and other 
intracardiac operations are saving the lives of scores of people and 
are putting them back into active circulation. For many of these 

operations you require teams of the most skilled medical men— 
able physicians to assess the patient’s chances and diagnose electro- 
cardiographic tracings of the most intricate, difficult and complex 
nature, expert anaesthetists with a thorough knowledge of medicine, 
anatomy and biochemistry, and sound steady surgeons with 
specialist experience. 

To hear the physicians and experts in pzripherovascular diseases 
talk these days of the queerest combinations of Fallot’s tetralogy 
and triology and other congenital cardiac anomalies makes me 
thankful that I shall never have to know about them. 

There are yet many further advances and developments about 
which I know nothing at all, but I do know enough to realize that 
I can never master them all, and that no G.P. can hope to do so. 

I maintain that it is this realization which gives the conscientious 
G.P. a feeling of inadequacy, of shortcoming, and not that he has 
really dropped to a lowered status. 


TURNED TO SPECIALIZING 


In a busy semi-general semi-consultant partnership practice, I 
struggled in vain for many years to try and keep to some extent 
apace with advances in all the facets of medicine and surgery, but, 
despite constant reading and months devoted to post-graduate 
work, I realized I was falling further and further behind; and that 
is why I gave up this kind of practice in favour of specializing in 
one branch of surgery, and even this one subject is going to require 
all my time if I am going to know something worth while about it. 

Just in passing I would like to refer to this partnership practice. 
We entered it because it afforded a way to consolidate one’s know- 
ledge better than the single-handed G.P. can ever hope to do. 
Four of us did G.P. work, but each one confined himself more or 
less to certain procedures; e.g. Dr. ‘A’ did Smith-Petersen pinning, 
other operative orthopaedic work and radical E.N.T. work, and 
gave all our more difficult anaesthetics. Dr. ‘B’ did oesophogecto- 
mies, lung surgery, and other surgery and gynaecology of a more 
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general nature. ‘C’ did mainly appendicectomies, gall bladders, 
thyroidectomies, vaginal repairs, etc.; and so forth. 

The result was that ‘A’ did quite a goodly number of Smith- 
Petersen pinnings every year and became expert at it. We consulted 
freely with one another all day and every day, to our mutual benefit 
and that of our patients. There is nothing that helps one so much 
in a difficult case as the fact that your colleagues are rallying round. 

This type of group-practice could with advantage be applied in 
many more places, and young graduates should be encouraged to 
serve apprenticeships at reasonable salaries in such partnerships. 
They will learn more than they can ever imagine! 

It has been suggested that students might spend some time during 
their final year working with a reliable G.P. This is an excellent 
idea; the compulsory year of internship is an excellent plan, but 
a period of 2-3 years spent as assistant or junior partner with an 
older established practitioner will serve to open the eyes of many 
a young doctor. 

Not only will he learn practical medicine and all about the 
numerous lesser conditions that worry patients from day to day, 
but he will also learn how to approach a patient; how to handle 
him; how to behave in general practice. 

Incidentally, a very important angle of medical practice is never 
touched on at University; namely, how notes should be kept 
about patients and what system of book-keeping is most practical, 
simple and acceptable, for example to income tax authorities. 

One or two lecture demonstrations might with advantage be 
given to the final year student. 

There is, of course, a small proportion of doctors who just do 
not bother to improve their knowledge. They do not read new 
developments; they do not attend meetings and they do not 
examine their patients properly. No attempt is made at a diagnosis; 
the urine is never examined and a blood count is not done. A 
temperature means that one or all of the antibiotics must be 
exhibited and if they do not help, then the patient is sent to someone 
else, or to some hospital, with the queerest diagnosis, simply to 
get the patient admitted and off his own hands. 

I have had no personal experience of doctors of this type because 
where I practised in the Transkei I had medical men around me, 
even those in the remotest village, who really had the interests of 
their patients at heart, and people came to hospital almost always 
with an honest diagnosis having been made on honest clinical 
grounds and thorough examination. But the fact still is that the 
average G P. cannot and does not know everything of the recent 
advances of all the branches of medical science. 

It is the duty of our Universities to organize post-graduate 
courses for the G.P., so that he can keep in touch with modern 
advances even if he does not know the last detail and every minutia. 
It is, furthermore, only right that as many doctors as possible 
should be able to take part in the treatment of their patients in 
hospitals, because in this way they learn and come into contact 
with other medical men, the one teaching and helping the 
other throughout. 

The obstetrical department at Cape Town is already throwing its 
doors open to G.P.’s to come and learn and get practical experience. 
Wits. University provides similar facilities, e.g. in medicine, but 
far more should be done. The need for it is shown by the institution 
in England of a College for G.P.’s. There is no better way of 
learning than by teaching and I am quite sure that teams of teachers 
in the various branches of medicine and surgery will be prepared 
to teach and demonstrate throughout the year. 

By disseminating knowledge in this way and so improving medical 
services throughout the country, we could then truly serve our 
people and be happy in the thought that we have really achieved 
something of wider interest and capacity. 

I think we may be assured that the standard of general practice 
has not been lowered, but rather that the standard of work in the 
specialities has been raised by scientific advance to heights which 
only specialization can reach. 


Feup Between Some G.P.’s AND SOME SPECIALISTS 


Despite these uncontrollable circumstances, some G.P.’s blame 
specialists for their so-called lowered status. They say that special- 
ists belittle the G.P. in the eyes of the patient. I cannot believe that 
many specialists would do such a thing, but if they do, the answer 
is simple—broadcast the fact to your colleagues, and fewer patients 
will be sent to the offender. 
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The next complaint is that when specialists have cases referred 
to them they ‘stick to them’. Several cases for example have been 
cited where a G.P. has sought the opinion of a specialist obstetrician, 
and where future confinements for that patient were conducted by 
the specialist and even the babies were kept from the G.P., but 
referred by the obstetrician to a pediatrician or surgeon. This is 
unethical practice, and the remedy is the same. The specialist 
should of course hand the patient back the moment the condition 
for which he was referred has been dealt with. 

The specialists are blamed for seeing patients who come to them 
direct. This is a highly contentious matter and there are two sides 
to the question. As far as possible the patient should go to the 
specialist via his G.P. If the patient arrives without such reference, 
then at least the specialist after completing his part of the scheme, 
should refer the patient back to his G.P. by letter, giving details 
of what he has done and what further treatment he recommends. 

On the other hand the patient may not recognize that he belongs 
to a particular doctor. Or he may be away from home on a visit 
when he finds he needs medical advice. He may think that his 
case needs specialist care and prefer to put himself in the hands of 
the physician or surgeon he thinks is the best. After all, what do 
we as doctors do ourselves when we are sick or when our wives 
or children develop some serious complaint? We run to the best 
man in that particular line immediately. Should we then be 
annoyed if our patients do the same? 

On occasions again patients go over the head of their G.P. 
direct to the specialist because they do not want to hurt the feelings 
of the G.P.—in fact they often ask the specialist not to disclose 
to their doctor the fact that they have been to someone else. 

Another potent argument is that some G.P.’s tackle things they 
have no right to do. Cases are on record where patients have died 
through someone operating when he didn’t have to, and when he 
did not know how. When things go wrong, and we are ignorant of 
what the right diagnosis and treatment should have been, we 
believe that nothing could have helped. 

Thinking back, I know this has happened to me on several 
occasions; at the time my conscience was clear, but in the light of 
what I learned later, I know I gave wrong treatment, and that there 
were others who could have saved the patient. 

It is argued that if the G.P. does work for which he is not really 
specially qualified, and so keeps this work away from the specialist 
who should really be doing it, then the specialist can accept patients 
who come to him direct, because if they had not come to him direct 
they might have been side-tracked by some G.P.’s. 

I am not suggesting that no G.P. should operate—if this had been 
the case, I should have been one of the biggest offenders in South 
Africa. I merely mean that no-one, G.P. or specialist, should be 
allowed by his conscience or by law to operate, unless he has been 
trained to do so, except in exceptional circumstances, where as a 
life-saving measure he has to do the best he can under prevailing 
conditions. 

Some say that if we had a consultant system patients would not 
go to the consultant direct, but would have to be referred by their 
doctor. In England, despite the consultant system, there seems to 
be just as much unhappiness and strife in the ranks of the profession 
and there is the same talk of the lowered status of the G.P. 

I claim, therefore, that the specialist register has nothing to do 
with the reputed lowered status of the G.P., neither is it the cause 
of any feelings between G.P.’s and specialists, apart from that 
which is artificially created by propaganda and systematized stirring 
up of feeling. 


THe REGISTER 


But, apart from hard feelings, is there any justification for this 
register? I think it is to the advantage of the public and therefore 
for the standard of medicine as a whole, to have the control 
that the specialist register implies. 

Allow me to quote my own case once more. With my experience 
in Umtata I honestly thought that I could tackle any speciality and 
perfect myself in it in a few months if I concentrated on this one 
branch only. The wise people in control of the specialists’ register 
thought differently, and now that I know a little more about the 
speciality that I have chosen, I know just how right they were. 

Ignorance is bliss and brings with it this self-satisfaction and 
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self-assurance! If there had been no register, I might have set up 
as a consultant and would certainly have killed a few people and 
maimed quite a good many others for life. The specialist register 
is a safeguard, to a large degree anyway, against people practising 
a speciality before they are ready for it. 

It is argued by some that there should be no ‘register’ to separate 
the G.P. from the specialist, the ‘good from the not so good’. This 
clever phrase, used during the recent Medical Council election, 
will be interpreted by some as meaning that the specialists have been 
spreading the belief that they are better than the G.P.’s. If such a 
belief is abroad, it should be wiped out as soon as possible, and the 
way to remove it is not by forcing the issue with legislation or 
changing legislation, but by creating a better understanding in 
every possible way, by tolerance, putting jealousy out of our 
minds, by co-operation and above all by trusting each other. 

The specialist is not ‘better’ than the G.P., that is, the real hard- 
working G.P., though there will always be the cocksure specialist 
who, because he was able to diagnose a case whom the G.P. could 
not diagnose, thinks himself to be the better man. He might even 
hint it to the patient. He forgets that the G.P. could teach him a 
lot also. Such specialists are not worth considering, and they will 
sooner or later find out that by belittling their G.P. colleagues they 
‘cut their own throats’. But on the whole, I do not believe that 
specialists sow the seed for this talk about the ‘good and the not 
so good’. 

It is being argued that the Medical Council should not have the 
power to say who may be a specialist and who not, and that anyone 
who is qualified should be able to do whatever he feels he is capable 
of doing, and that there should be no prescribed difference in fees. 

If the Medical Council can decide when we are ready to start 
practising as G.P.’s, I cannot for the life of me see why that same 
Council should not have the power to say who is capable of 
practising as a specialist. I furthermore cannot see why there 
should be so much feeling about having a register or a statuary 
differentiation between G.P.’s and specialists, if the self-same 
register discriminates and differentiates between the specialists in 
the various ramifications of medicine and surgery. 


SPECIALISTS’ FEES 


Now why should the specialist charge more for his services? 

(a) He has spent a few thousands more in equipping himself 
for his speciality. 

(6) He has sweated to get through more advanced examinations. 

(c) He has had to leave his secure general practice, usually now 
with no income and probably with a family to support. In some 
cases he has had to sacrifice the companionship of his family and 
go overseas to specialize. In theory it sounds nice and venturesome, 
but in practice it can be a terrible hardship. 

(d) To further equip himself he has to struggle and wait for an 
appointment in a teaching hospital, so that he can get practical 
experience in the subject in which he has now attained the theoretical 
knowledge—more hard work and very little payment. 

(e) And now that he is ready to go on to the register, he has to 
find a place to practise in. He has to find rooms and pay a lot for 
them; he has to have a nurse, and he worries day in and day out 
whether he will ever work up a decent practice. The competition 
is keen, his colleagues in his own speciality are already well- 
established; hospital appointments, so essential for a successful 
practice, are few and hard to come by. He is now an older man, 
he and his family are accustomed to a certain social and financial 
standing in the town in which he was a G.P.—but all of a sudden 
he finds himself back in the struggle for existence, a nonentity. 

(f) Contrary to all ideas, he has to work hard—very hard. 
He must now not only please the patient, but also the hospital 
authorities and the doctors who support him. He must be prepared 
to accept whatever case is sent to him; he is now solely responsible 
for that case, usually already a difficult and complicated case; 
he cannot afford to make any mistakes; there is now no one else 
he can refer to. 

He has to do a tremendous lot of honorary work in hospitals; 
he has to teach students and spend much time at hospitals, so as 
to keep himself equipped with the clinical acumen and technical 
skill that are necessary in specialist practice. He has to read 
extensively. He has to go overseas from time to time to stay up to 
date. In short, his life is not as easy as we might think. 

(g) The specialist’s sphere is so limited that he must of necessity 
charge more to be able to make a living. 
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(h) He must of necessity work in a city, where living costs are 
higher, and it is not so easy to get known in a speciality as it is to 
get known if one settles in a smaller town as a ‘doctor’. 

I know of many specialists who make a hand-to-mouth existence 
and yet have been following their speciality and doing their work 
well for several years. Many G.P.’s to-day make far more than 
many of the specialists. 


THe MepicaL CouNCIL 


We have heard it said that because the Medical Council consists 
largely of specialists it only represents the interests of the specialists. 
These statements are a great pity. This differentiation in our pro- 
fession is not real; it is artificially produced by propaganda. 

The average G.P. has the greatest respect and esteem for most of 
the specialists. Most specialists are greatly indebted to the G.P.’s 
and admire them for the work they do, often under adverse and 
difficult circumstances. And most G.P.’s are grateful to many a 
specialist who has successfully looked after a particular patient 
or close relative, or perhaps himself. 

The reason why in the past there have been quite a large 
percentage of specialists on the Medical Council is not, as has been 
said by some, because the specialist is so much better off financially, 
and has so much more leisure, but simply because he is usually an 
older man, with more experience, with greater maturity of mind and 
thought; in other words, someone who is capable of acting as 
‘senator’ in medical politics. Secondly, he is a man who by virtue 
of his age, his reputation and his contacts with supporters, is known 
to many more. There is almost certainly many a G.P. who would 
do as well and perhaps better, but he is not known to a wide circle 
of his colleagues. 

In the last council elections, several very fine G.P.’s stood as 
candidates, and they most certainly would have made very good 
members, but they are known only to the people in their own 
area and not throughout the country. A different method of election 
to cater better for ‘area representation’, might with advantage be 
thought of. 

Why then victimize this type of person who has served on the 
Medical Council in the past? Why be against him just because he 
is a specialist? If he is a good, sound, honest man; if he has made 
wide contacts and is widely trusted and respected, then it is right 
that he should be on the Medical Council. 

I believe the best man should get on whether he is a specialist 
or a G.P., and I believe that people should be allowed to vote as 
they please, without mass propaganda. In the Medical Council, 
members should be able to do as they honestly feel is best. They 
should not behave like a parliamentary caucus, neither should they 
be bound by electioneering promises and mandates to stick to 
certain aims, objects and pathways. 

We forget that primarily the Council is there to look after the 
interests of the public, to see that our standards of medicine and 
surgery are such that the best is done for the public. By so keeping 
us up to scratch, the Medical Council is doing us a service. 

I have one grievance. Why should we doctors be specially taxed 
to pay the Medical Council? As they are rendering a service 
particularly to the public, I feel their payment should come out of 
general revenue. The Medical Council is a statutory body. Doctors 
are already paying enough in income-tax, and they do a lot of 
honorary free work. 


SUMMARY AND CONCLUSION 


(1) The status of the G.P. has not gone down, but rather medical 
specialities have advanced beyond the reach and scope of the G.P. 
A short survey of more recent developments is elaborated as proof. 

(2) Immediate planning for post-graduate courses should be 
embarked upon by universities and the larger hospitals. 

(3) An attempt is made to analyse the present relationship 
between G.P. and specialist, and the right and claim they have to 
their patients. It is claimed that the specialist register cannot be 
blamed for the ill-feeling that exists in some spheres. 

(4) Reasons for defending the specialist register are given. 

(5) The life of the average specialist is depicted and justification 
is sought for his having to charge bigger fees. The specialist's life 
is not the Utopia and easy living that some people seem to think. 

(6) Candidature for the Medical Council is discussed and the 
duties of this Council are touched upon. 
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TARIEF VAN TERUGBETALINGS: KORREKSIE 


Neem asseblief kennis dat daar ‘n fout voorgekom het in die 
Amptelike Aankondiging wat in die Tydskrif van 30 Januarie 1954 
oor bogenoemde onderwerp verskyn het. Die juiste aankon- 
diging is as volg: 

Lede van die Vereniging word in kennis gestel dat die Tesourie 
goedkeuring geheg het aan die tarief van terugbetalings vir addi- 
sionele geneeskundige hulp aan alle lede van die S.A. Polisie, en 
die vroue en ongetroude kinders onder die ouderdom van 18 
jaar van blanke lede van die Polisie, met ingang 1! Januarie 
1954. Die tarief is gebaseer op die Tarief vir Goedgekeur- 
de Mediese Hulpverenigings (soos van tyd tot tyd gewysig) met ‘n 
korting van 10°, op rekenings tot 25 ghienies en van 15% op 
rekenings oor 25 ghienies. 

Op aanbeveling van die Parlementére Komitee het die Uit- 
voerende Komitee van die Federale Raad hierdie reéling namens 
die Mediese Vereniging van Suid-Afrika aangeneem. 

A. H. Tonkin 
Sekretaris 


Mediese Huise 
Waalstraat 35 
Kaapstad 

4 Februarie 1954. 


PROGRESS MADE BY THE NATIONAL 


At the last Congress of the Medical Association in Johannesburg 
in September 1953, the National Group of General Practitioners 
was created, and the following newsletter tells of the progress 
already made in organising this body specifically to look after 
general practitioners’ problems. 

At the time the National Group was created Branch groups 
already existed in one or two of the bigger branches of the Asso- 
ciation and there was a desire within these groups that they should 
ve linked together. 

An Executive Committee was elected for the Central Organiza- 
tion, and within this a Steering Committee was appointed in the 
Transvaal to attend to the most practical and pressing news of the 
Group. 

First, the Steering Committee made an effort through its Secretary 
to encourage the creation of sub-groups within the Branches and 
Divisions. In three of the larger branches, general practitioners’ 
groups already existed. In some of the smaller branches it was 
realized that a general practitioners’ group would simply duplicate 
the branch because practically all the branch members were G.P.’s. 
This meant that there was no local demand for the creation of a 
group. 

Various such areas were visited and then it was observed that 
there was quite a strong desire for a Central General Practitioners’ 
Organization to deal with general practitioners’ problems as distinct 
from those of the Branch. Altogether, 10 sub-groups have now 
been formed. 

It was felt all along that there should be no conflict between the 
Association and the Group. It was recognized that the Association 
consisted mostly of general practitioners and it had always been 
willing to discuss and assist in G.P. problems. It was hoped, 
however, that the G.P. National Group would be able more clearly 
to express the G.P. point of view on matters primarily affecting 
them. 

With a Union-wide organization within the Medical Association 
dependent on voluntary services from the busy practitioners and 
with extremely limited funds, it was to be expected that things 
would progress slowly and perhaps mistakes would be made. 
There has recently also been a change in the secretariat, Dr. E. 


Despite the heavy burden of the campaign against the Communists 
progress continues to be made in the towns and jungle villages 
of Malaya in the campaign against tuberculosis. The latest plans 
aim at including not only the Federation itself but also the surround- 
ing territories of South-East Asia. 

A new 224-bed hospital is to be built at a spot near the capital, 
Kuala Lampur, at a cost of £587,000. In it will be integrated the 
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OFFICIAL ANNOUNCEMENTS 


TARIFF OF REFUNDS: CORRECTION 


Kindly note that an error appeared in the Official Announcement 
on the above subject published in the Journal of 30 January 1954. 
The correct announcement is as follows: 

Members of the Association are notified that the Treasury has 
now approved, with effect from | January 1954, of the tariff of 
refunds for additional medical assistance to a// members of the 
S.A. Police Force and the wives and unmarried children 
under the age of 18 years of European members of the 
Force being based on the Tariff of Fees for Approved Medical 
Aid Societies (as amended from time to time) with a reduction of 
10°%% on services costing up to 25 guineas and a reduction of 15% 
on those costing over 25 guineas. 

The Executive Committee of Federal Council, on the recommen- 
dation of the Parliamentary Committee, has accepted this arrange- 
ment on behalf of the Medical Association of South Africa. 

A. H. Tonkin 
Secretary 
Medical House 
35 Wale Street 
Cape Town 
4 February 1954 


Meltzer having now become the Acting Hon. Secretary, until 
a new secretary is appointed at the next meeting of the Group, 
which will be convened at the Congress to be held at Port Elizabeth 
in June this year. 


PoLicy 


} following matters have been considered by the National 
roup. 

1. Proposed College of Physicians and Surgeons. This is a venture 
requiring the support of the whole Association. It was considered 
that G.P.’s be urged to become founders. It was felt that both as 
an examining and teaching body it would fill a very great need. 

2. Post-graduate Education for General Practitioners. Requests 
were received for assistance in developing post-graduate facilities, 
especially for G.P.’s, and this matter has been under consideration. 

3. Specialist Register. This is a matter of considerable concern 
to the profession as a whole. The General Practitioners’ Group 
has shown considerable interest in this question, but is prepared 
to await the outcome and report of the Special Committee of 
Federal Council that is dealing with this problem. 

4. The General Practitioner and Congress, 1954. It was felt 
that the G.P. should take a much more active interest and share in 
the forthcoming Congress at Port Elizabeth. There should be a 
G.P. section, where general practitioners should read papers, 
joint meetings with other sections should be arranged, and G.P.’s 
should enter into discussions. It was also felt that the National 
Group should meet and review progress and consider lines for its 
future development. 

5. Clearing House for Information. The ordinary problems of 
general practitioners are best dealt with in Branches and by the 
sub-groups. The Steering Committee feels that they should collect 
and centralize information from the smaller areas and perhaps 
give a lead and direction in larger matters of policy affecting G.P.’s. 
They are very conscious of their deficiencies—and the probable 
cause of this has been bad organisation. An attempt is being made 
to correlate G.P. fees throughout the country and to provide a 
pool of information on this and similar matters for the benefit 
of sub-groups. 


latest medical requisites, and it will be staffed with a team of 
experts—chest physicians, thoracic surgeon, radiologist, bacteri- 
ologist, pathologist, physiotherapist—together with their assistants 
and nurses with specialist training. It will serve as a teaching centre 
for doctors and nurses from neighbouring countries, and will 
help to co-ordinate the activities of the other hospitals and clinics 
in Malaya and ensure uniformity in methods of diagnosis and 


136 


13 Februarie 1954 


treatment. It will engage in research with special emphasis on 
problems peculiar to that part of the world. 

An important part in the campaign against tuberculosis is played 
by the Malayan Association for the Prevention of Tuberculosis, 
a voluntary organization of Malay, Chinese, Indian, United King- 
dom and other workers. Among their activities have been the 
dissemination of health propaganda; schemes for the financial 
relief of needy tuberculosis patients and maintenance and care 
of their dependants; and the employment of helpers, nurses and 
health visitors to carry out the work. 


ISOLATION CAMPS 


Plans are afoot for the erection and maintenance of isolation camps 
for chronic cases, and rehabilitation camps for quiescent and 


THIRTY-NINTH CONGRESS OF MEDICAL ASSOCIATION 


A circular sent to members of the Medical Association of South 
Africa gives details of the 39th Congress of the Association to be 
held at Port Elizabeth from 21 to 26 June 1954 under the Presidency 
of Dr. J. P. Collins. 

Congress will be opened at the Sharley Cribb Nursing College, 
Park Drive, Port Elizabeth, by the Honourable Minister of Health 
Dr. A. J. R. van Rhijn. 

It is customary for academic dress to be worn at the opening 
ceremony. 

Scientific Sections: The following sectional meetings will be held, 
either separately or combined, and others may be added: Anaesthe- 
tics, Dermatology and Venereology, Hospital Administration, 
Industrial Medicine, Medicine, Neurology and Neuro-Surgery, 
Obstetrics and Gynaecology, Ophthalmology, Orthopaedics, 
Otorhinolaryngology, Paediatrics, Pathology and Bacteriology, 
Preventive Medicine, Psychiatry, Radiology, Surgery, Urology. 


There will be two Plenary Sessions, both devoted to the subject 
of ‘Rehabilitation’ which will be treated in its widest sense. Virtually 
every branch of medicine will ‘be embraced. 


Members who are considering reading papers are advised that 
the titles of the proposed papers should be sent in immediately 
and a synopsis of 200 words before 15 March. 


Mr. A. Lawrence Abel, M.S. Lond., F.R.C.S., was entertained to 
dinner in Cape Town on 1 February 1954 by the President of the 
Medical Association of South Africa, Dr. J. P. Collins, with a few 
Cape Town representatives of the Association. 

Mr. Abel, who is Surgeon to the Royal Cancer Hospital and other 
hospitals in London, is a Member of Council of the British Medical 
Association, as well as a Member of Council of the Royal College 
of Surgeons of England. He is visiting South Africa in a private 
capacity. 

The dinner was of an informal nature. Dr. Collins welcomed 
Mr. Abel to South Africa on behalf of the Association and spoke 
of the interest which Mr. Abel, a surgeon specialist, took in the 
affairs of the B.M.A. and the medical profession in England. 

Dr. A. W. S. Sichel, Chairman of Federal Council, also spoke. 
He referred to the great kindness and hospitality received by himself 
and Mrs. Sichel during their two visits to England in connection 
with Dr. Sichel’s Presidency of the British Medical Association. 

In his reply Mr. Abel spoke of the part played by the consultant 
side of the profession in the British Medical Association. He said 
that general practitioners, through the Association, had for the 


Pertenal is a new combination in tablet form for the treatment 
of hypertension, containing extract of Veratrum viride with 
mannitol hexa-nitrate together with phenobarbitone. 

The action of Pertenal is as follows:— 

(a) lowers blood pressure without depressing cardiac output. 

(b) dilates blood-vessels, relaxes smooth muscle and alleviates 
symptoms. 


S.A. TYDSKRIF VIR GENEESKUNDE 


ANNUAL CONGRESS OF THE MEDICAL ASSOCIATION 


MR. A. LAWRENCE ABEL, M.S. F.R.C.S., VISITING SOUTH AFRICA 


NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


arrested cases with facilities for occupational therapy. A few 
months ago a Tuberculosis Settlement was opened in Batu Gajah, 
central Malaya, by the Perak Anti-Tuberculosis Association. When 
fully developed it will cost £118,000. Its purpose is to provide 
accommodation for convalescent patients and their families in 
healthy surroundings, so that they do not need to return to the 
area which shared in the cause of the disease. 


Out of a total of 19,619 beds in Government hospitals in the 
Federation, the number for tuberculosis treatment is 3,085. 
Outdoor clinics for the treatment of adults are being opened in 
all the bigger towns, and as staff becomes available, they will be 
extended into the most isolated rural areas. Last year 144,216 
B.C.G. vaccinations for the prevention of tuberculosis were given 
in the Federation. 


A visit to the Addo Elephant Reserve some 40 miles away has 
been arranged. Deep-sea fishing excursions are available together 
with facilities for tennis, golf and yachting. An Antique Dealers’ 
Fair will be held during Congress Week with lectures on the 
appreciation of antiques. Visits will be made to Motor Assembly, 
Tyre and other factories. 

Hotel accommodation and travel arrangements will be handled 
by the Railway Travel Bureau. Members are advised to contact 
= Travel Bureau or Stationmaster at their nearest station without 

ay. 

Arrangements for a Trades Exhibition are in the hands of 
Mr. R. A. Taylor, Chairman of the Medical Exhibitors’ Association, 
P.O. Box 603, Johannesburg. 

While banking facilities are being provided at the venue of the 
Congress it is suggested that members will find it convenient to 
use Travellers’ cheques which are now issued by all Commercial 
— They are acceptable to all hotels and leading business 

ouses. 

It is essential for the organizers to have some idea of the members 
likely to attend Congress and a card is enclosed which those 
intending to attend are asked to fill up and*return. 

The Organizing Secretary is Dr. M. G. Woolff, P.O. Box 1137, 
Port Elizabeth. The Medical Secretary is Dr. I. Gordon, Sanlam 
Buildings, Port Elizabeth. 


past 40 years negotiated with the Government concerning the 
national medical service and the Association had in fact established 
very influential relations with the Government on this matter. 


_ In the last few years the consultants were also much concerned 
in the national medical service and were taking an increasing 
part in the affairs of the Association. 


Mr. Abel conveyed to the Medical Association of South Africa 
the greetings of Dr. E. A. Gregg, Chairman of Council of the 
British Medical Association. 

On 2 February 1954 Mr. Abel performed the operation of 
abdomino-perineal resection of the rectum for carcinoma on a 
patient at Groote Schuur Hospital, demonstrating the operation 
to members of the hospital staff. 


In the evening of the same day he gave an address on the subject 
of Common Diseases of the Rectum and Anal Canal at a well- 
attended meeting of the Cape Western Branch of the Association 
in the Physiology Lecture Theatre of the Medical School, University 
of Cape Town. The Branch President, Dr. J. H. L. Shapiro, was 
in the chair. 


(c) allays anxiety and decreases tension. 
(d) controls gastro-intestinal disturbances associated with 
hypertension. 
The usual dosage is one tablet every 4 hours, reduced when 
symptoms are under control to one tablet every 6-12 hours. 
. Supplied in bottles of 50 tablets by The Crookes Laboratories, 
td. 
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Dermasulf is a stable aqueous solution of complex polythionic 
acids and their salts, with a pH of approximately 3.4. The solution 
is colourless and odourless and leaves no visible residue on the 
skin, nor is there any discolouration of the hair or skin. It is thus 
cosmetically acceptable—an important point when considering 
female patients. 

The solution is easily applied and has none of the inherent 
disadvantages of sticky suspensions and creams. 

Dermasulf can be used for the treatment of any dermatological 
condition in which sulphur is known to be of value, but it is 
particularly indicated for acne vulgaris, pityriasis capitis, rosacea 
and seborrhoeic dermatitis. 

Supplied in 2-o0z. bottles by The Crookes Laboratories Ltd. 


Alevaire is an aqueous solution of a new detergent, Triton 
WR-1339, 0.125%, with sodium bicarbonate 2% and glycerin 5°,. 
Triton WR-1339 is an oxtethylated tertiary octyl-phenol-formalde- 
hyde polymer. 

Action. The detergent in Alevaire is particularly suited for 
medical use because of its activity in lowering surface tension and 
its chemical inertness. Its stability is not affected by strong acids 
or alkalis, boiling, or prolonged standing. Unlike other synthetic 
detergents, it is not attacked by tissue lipases and therefore retains 
its detergent properties almost indefinitely. 

The sodium bicarbonate and glycerin in Alevaire act in synergy 
with the detergent to create an alkaline medium for the liquefaction 
of mucus and to stabilize the aerosol droplets. An alkaline medium 
enhances the anti-bacterial activity of streptomycin, especially in 
the treatment of pulmonary tuberculosis. 

Tolerance. The harmlessness of Triton WR-1339 to viable cells 
is demonstrated by the fact that it has been used in bacterial 
culture-mediums.’» * The effect on erythrocytes has been compared 
with that of other detergents: Triton WR-1339 does not produce 
haemolysis in concentrations 250 times greater than is necessary 
to produce haemolysis with other detergents.* In mice the intra- 
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PASSING EVENTS 


UNION DEPARTMENT OF HEALTH BULLETIN 


Report for the seven days ended Thursday 28 January 1954: 

Plague. Cape Province: One (1) Coloured death in the Carnarvon 
district. Diagnosis confirmed by laboratory tests. All necessary 
precautionary measures are being taken. 

Precautionary Measures Against Plague. The public is urged to 
report any abnormal rodent mortality which comes to their notice 
immediately to the local magistrate or nearest police station. 

The application of I.D.T. is the most effective precautionary 
measure against fleas, wich convey plague from rodents to human 
beings. All floors, burrows, holes and crevices, etc., as well as 
bedding and clothing, where fleas are suspected to be present should 
be thoroughly dusted with 10 per cent D.D.T. in talc, at the rate 
of approximately half a pound per room. Any person required to 
work in a place where he may be exposed to infected fleas, is 
advised to wear gumboots and overalls and to dust the inside of the 
gumboots with D.D.T. If overalls or gumboots are not available, 
socks should be pulled over trousers at ankles. Measures should 
at the same time be taken to destroy rodents by gassing, poisoning 
or trapping. The ordinary cyano-gas pump may also be used for 
dusting burrows and other inaccessible places with D.D.T. powder. 

Smallpox and Typhus Fever: Nil. 

Epidemic Disease in other Countries: 

Plague: Nil. 

Cholera in Chalna, Chittagong, Dacca (Pakistan); 
Nagapattinam, Tiruchirappalli, Tuticorin (India). 

Smallpox in Entebbe (Uganda); Lahore (Pakistan); Allahabad, 
Bombay, Calcutta, Cochin, Delhi, Kanpur, Kozhikode, Madras 
— ; Cap St. Jacques, Haiphong, Hanoi, Saigon-Cholon (Viet- 

am). 

Typhus Fever: Nil. 


Madras, 
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peritoneal toxicity of other detergents is from 200 to 650 times 
greater than that of Triton WR-1339.* Under clinical conditions, 
Triton WR-1339 has been administered as an aerosol to several 
hundred patients.‘ Despite careful clinical and laboratory observa- 
tion, not a single toxic sign or symptom was encountered over a 
three-year period. 

Indications. Alevaire is indicated for the treatment of diseases 
and conditions of the lungs accompanied or complicated by the 
presence of excessive or thickened bronchopulmonary secretions. 
These include cyctic fibrosis, asthma, bronchiectasis, lung abscess, 
tuberculosis, laryngo-tracheo-bronchitis, pertussis, bronchiolitis, 
bronchopneumonia, diaphragmatic paralysis due to poliomyelitis 
or encephalitis, and a great many others. Such secretions also 
accompany general anaesthesia, thoracic surgery, tracheotomy, 
inhalation of noxious gases or dusts, and aspiration of material 
such as foreign bodies, gastric contents or amniotic fluid.® 

Manner of Use and Dosage. Alevaire may be administered by an 
aerosol nebulizer which delivers a fine mist without large droplets. 
In treating infants and small children the aerosol vapour may be 
delivered from the nebulizer directly into a croup tent or incubator 
or a special tent may be used. ; 

If prolonged administration of Alevaire is desired it may be 
accomplished through the use of a nebulizer equipped with a 
continuous drip apparatus. 

Alevaire is supplied in bottles of 500 cc. by Winthrop Products 
(Pty.) Ltd. 
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IN DIE VERBYGAAN 
New Mepicact Liprary BUILDING 


The official opening of the New Medical Library Building, Univer- 
sity of Cape Town, Anzio Road, Mowbray, by the Chief Justice, 
the Hon. A. van der Sandt St. Centlivres, will take place on Friday, 
19 February 1954 at 5 pm. 


SociaL WELFARE INVESTIGATION 


Dr. A. Efrat, Director of the Department of Research and Planning 
of the Ministry of Social Welfare of the State of Israel, has invited 
the co-operation of Dr. Louis F. Freed, of Johannesburg, in an 
investigation to be undertaken by his Ministry into the problem 
of prostitution and the white-slave traffic in the Middle East area. 
Dr. Freed is the author of a standard work on the subject which 
has been prescribed by several South African Universities. 


EHRLICH-BEHRING CENTENARY 


On 15 March 1954, the 100th anniversary of the births of Emil 
von Behring and Paul Ehrlich, both Nobel prize-winners and 
leading medical scientists, will be celebrated in Germany and 
throughout the world. Special celebrations under the patronage 
of the President of the German Federal Republic will be held by the 
University of Marburg, the University of Frankfurt/Main and 
the Paul Ehrlich Institute in Frankfurt. The Paul Ehrlich golden 
plaque for 1954 has been awarded to Professor E. B. Chain in Rome. 


Paul Ehrlich was the father of Chemotherapy, which led to the 
development of the sulphonamides and antibiotics. Behring 
discovered the anti-diphtheria and tetanus serums. 
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LACTALUMINA 


Lhe palatable antacid 


© Palatability is only one of the 
reasons why Lactalumina has won a 
supreme place for itself. 


@ Another is that its use is completely 

free from consequent alkalinity of the 
gastric contents or disturbance of 
acid-base balance. 


Particularly recommended in the 
treatment of peptic ulcer. 


@ Effective for the medical manage- 
ment of renal phosphatic calculi (J. 
Amer. Med. Ass., 1950, 144, 1549). 


© Lactalumina may be given to young 
and old alike. 


Available in bottles of 12 oz. and 80 oz. 


Literature providing full details of dosage on request to:— 
DISTRIBUTORS : B. P. Davis Ltd., P.O. Box 3371, Johannesburg 
THE CROOKES LABORATORIES LIMITED 
LONDON ENGLAND 
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Sopental 


(Pentobarbitone Sodium-Petersen ) 


is indicated 


SOPENTAL is the mono-sodium derivative of 5-ethyl-5-(1-methylbutyl)- 
barbituric acid. 


ACTION AND USES: 


barbiturates, 


INSOMNIA. In those cases of insomnia where the patient experiences 
difficulty in getting off to sleep, SOPENTAL has an advantage over 
other barbiturates, since its short action is less likely to leave the 
patient in a state of depression during the morning following 
administration. The normal dosage employed is one or two tablets 
(in the average patient one tablet is sufficient) immediately before 
retiring. 


SOPENTAL is one of the more rapidly acting 
but its duration of action is short. 


PREOPERATIVE TREATMENT. SOPENTAL may be used as a basal 
anaesthetic prior to surgical operation, its sedative effect minimising 
the amount of general anaesthetic required. In these cases the 
normal procedure is one tablet the evening before operation, a 
further tablet two hours before, and, if necessary, a third tablet one 
hour before operation. 


OBSTETRICS. SOPENTAL moy be employed for the production of 
obstetrical amnesia, where the optimum dose is that which reduces 
pain without depressing uterine contractions. Here it is usual to 
start with one tablet at the commencement of labour, repeating the 
dose, when necessary, up to a maximum of five tablets. 


SOPENTAL is almost completely destroyed by the liver, and is 
therefore useful in cases of impaired renal function. 


SOPENTAL is issued as tablets of Pentobarbitone Sodium 14 
grains in each, in bottles of 40 and 500. 


Manutactured in South Africa by 


[STANDARDISED ) 


PETERSEN LTD 


,ETHICAL 


1842 
CAPE TOWN DURB. BULAWAYO 


JOHANNESBURG 
P.O. Box 38 113, Umbile. Road P.O. Box 986 


P.O. Box 5785 
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® TRADE MARK REOD. 


: ANUSOL Haemorrhoidal Suppositories 


Anusol" are probably the best known and most widely prescribed rectal 

suppositories. They relieve pain safely in haemorrhoids and uncom- 
plicated inflammatory rectal states, by the removal of pressure on nerve 
endings through effective decongestive action; the nerves are not 
anaesthetized and continue to give warning of more serious pathology. 
The same decongestive action reduces extravasation of blood without 
the use of styptics, haemostatics or vasoconstrictors. 


Available in boxes of 12 suppositories. 
Anusol is also available in Ointment form. 


INDICATIONS. For non-surgical treatment of haemorrhoids that are 
still amenable to palliative therapy ; where surgery is inadvisable as in 
pregnancy; when operation is refused. For pre- and post-operative care. 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


WM. R. WARNER & COMPANY (PTY) LTD., 6-10 Searle Street, Capetown. 


Fee storing and disinfecting surgical instruments, rubbes 
gloves, sutures and other apparatus used in the operating theatre. 


Quick and effective action 

Its action is lethal to a wide range ot pathogenic micro-organisms of 

which the following are but a few examples. When diluted with distilled 

water, it destroys “in vitro” in 10 minutes at 20°C: 

Bact. coli 1-250 | Ps. pyecyanea 1-100 
Bact typbosum 1—300 

Sb. shi 1-225 

Staph aureus (US A. 

Strep. pyocyanea 1-300 FDA. type 209) 1-120 


Clear solution 
Instrument Dettol provides a clear solution when diluted with soft or 
distilled water or surgical spirit. Available in 8 oz. and 40 oz. bortles. 


Instrument DETTOL 


For free sample and literature write to 
Reckitt & Colman (Africa) Limited. P.O. Box 1097. Cape Town 
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BOOK REVIEWS 


QUANTITATIVE CLINICAL CHEMISTRY 


Standard Methods of Clinical Chemistry. Volume I. By the 

American Association of Clinical Chemists. Editor-in-Chief: 

Miriam Reiner. (Pp. 142 + xii. $4.50) New York: Academic 

Press Inc., 1953. 

Contents: Introduction. 1. Amylase, 2. Bilirubin. 3. Calcium. 4, Carbon Dioxide 
Content (Titrimetric). 5. Carbon Dioxide Determination by the Van Slyke 
Ms ey and Manometric Apparatus. 6. Chloride. 7. Total and Free Choleste- 
. Creatinine. 9. Glucose (Folin-Wu). 10. Glucose (Nelson-Somogyi). 
Lipase (Tributyrinase). 12. Alkaline and Acid Phosphatase. 13. Inorganic 
11. Lipase 14. Total Protein, Albumin and Globulin. 15. Prothrombin Time. 
16. Sodium and Potassium by Flame Photometry. 17. Thymol Turbidity. 18. Urea 
Nitrogen. 19. Uric Acid. Author and Subject Index. 
This is the first of a new series of small but rather expensive publica- 
tions designed to keep the practice of quantitative clinical chemistry 
up to date. It is intended to publish a series of such small volumes 
and to reissue them as soon as the methods described are super- 
seded. This volume gives the full details of proved methods for 
common routine investigations; more elaborate and less commonly- 
demanded estimations are left for later volumes. 

The plan was for one laboratory to test out some published 
method, to make modifications, and to submit it to a second labora- 
tory when they had made it work satisfactorily; the second 
laboratory then checked it for validity and practicality. This seems 
an excellent scheme. Your reviewer had seen an advance notice 
of this book and having had the not-uncommon experience of 
finding some published methods quite unworkable he looked 
forward to reading what the checkers actually said about the 
submitters’ proposals. He was disappointed in this; possibly the 
comments were too entertaining or even unprintable. We must be 
content to get the result of their valuable collaboration. 

Not only have the methods been selected for their reliability 
but attention has also been paid to speed and simplicity, which in 
a routine laboratory are next in importance to —— 


MEGALOBLASTIC ANAEMIAS 


Megaloblastic Anaemias. By L. J. Davis, M.D., F.R.C.P., 

F.R.C.P.E., F.R.F.P.S.G., F.R.S.E. and Alexander Brown, 

M.D., F.R.C.P.E., F.R.F.P.S.G. (Pp. 113 + xi, with 12 illustra- 

tions. 21s.) Oxford: Blackwell Scientific Publications. 1953. 
Contents: 1. The Concept of Megaloblastosis. 2. Therapeutic Preparations. 
3. Addisonian Pernicious Anaemia. A 

Diagnosis of Megaloblastic ‘Anaemia. 6. The Etiology of the Megaloblastic 

Anaemias. References. Index. 
It is not so very long ago that the pathogenesis of the megaloblastic 
anaemias was given a too facile explanation: there were the two 
factors, intrinsic and extrinsic, these combined to form a haemo- 
poietic factor which was absorbed by the small intestine, stored in 
the liver and utilised by the bone marrow. A defect anywhere along 
this line of action would give rise to a megaloblastic anaemia. There 
have always been good and sufficient reasons why this simple 
formula could not possibly hold, yet it was widely believed. 

Berk, working at the University "of Cape Town, showed in 1945 
that the macrocytosis due to liver disease was produced in the 
peripheral circulation; that the red cells had a larger diameter but 
were thinner than normal erythrocytes and, unlike the cells in 
pernicious anaemia, show no anisocytosis and poikilocytosis. 
Since then we have had folic acid and B,,. Researches with these 
substances has thrown a great deal of light on the problems con- 
nected with the megaloblastic anaemias. The story is well and 
concisely told in this book. 

The authors speak only of the achlorhydria of pernicious 
anaemia. Surely we should have been hearing of achylia gastrica, 


BRIEWERUBRIEK : 


INFECTED PRE-AURICULAR Sinus (AURAL Pit) SIMULATING 
ACUTE MASTOIDITIS 


To the Editor, The congenital aural pit is usually of interest only 
in respect of its much discussed and disputed developmental 
origin. Rarely, however, it becomes of surgical importance. 

Ian Aird in his Companion of Surgical Studies writes 5 pages on 
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admittedly not a subject that can be disposed of in one line but 
clearly pertinent to the anaemias under discussion. 

The authors rightly stress the fact that the neurological features 
of pernicious anaemia are peripheral neuritic as well as of cord 
origin. But the reviewer cannot agree with them when they say: 
‘if the neurological manifestations are slight, delay (i.e. in treatment) 
may be justifiable to allow the picture to unfold’—even though 
they add ‘but obviously very great care must be taken’. 

These small criticisms apart, the subject is clearly and soundly 
dealt with in this compact volume. ae 


PsYCHIATRIC Case STUDY 


A Manual for Psychiatric Case Study. By Karl A. Menninger, 

ry (Pp. 355 + xii. $6.75) New York: Grune & Stratton, Inc. 

1952. 
Contents: Part One—The Collection and Organization of Case Material. 1. The 
Approach to the Psychiatric Patient. II. The Collection and Recording of Histori- 
cal Data. III. The Collection and Recording of Examinational Data. IV. The Ana- 
lysis of the Collected Data. Part Two—Treatment Records. V. The Prescription of a 
Therapeutic Program. VI. The Record of Treatment, Develo; oad 
cations. VII. The Nature and Purpose of Case Summaries. VIII. The Re-Referral 
of a Patient to the Referring Physician. Part Three—Case Reports. IX. The 
Writing of Psychiatric Reports and Papers. X. Illustrative Case Records. 
Appendix. 
This book meets a real need in the field of psychiatry. It can be 
highly recommended to residents and students in psychiatric 
training as well as to practising psychiatrists. 

Its contents represent an evolutionary product of group-thinking 
which has developed in American psychiatry over the past 50 years. 
It embodies the conception of the psycho-biological unity of the 
individual and his intimate connection with other individuals and 
with society at large, and emphasizes the point of view which is 
characteristic of modern psychiatry and has found increasing 
favour in general medicine as well. This point of view stresses the 
fact that the main content of psychiatric teaching is the study of 
the structure of the personality, its anatomy and its physiology, 
and that, in arriving at a concept of the individual human being, 
the sociological aspects of the personality, the physical aspects, 
the chemical aspects and the psychological aspects, all have to be 
studied. In the author’s words, ‘It assumes a systematic comprehen- 
sive survey of the suppliant patient and an organization of the 
findings from such examinations so as to indicate and justify a 
specific therapeutic program.’ And in this book Dr. Menninger 
endeavours to supply a blue-print for a standard procedure of 
studying psychiatric patients, recording and organizing clinical 
data in a purposeful way, and presenting the conclusions and 
recommendations to which these data have led. 

The chapter in Part I on the approach to the psychiatric patient, 
in terms of the mental attitude required of the physician, is extremely 
informative. The discussion of the analysis of the collected data 
places emphasis on diagnostic synthesis and methods of research. 

Part II should prove helpful to writers of experience and those 
who have yet to learn how to write a case report, and includes 4 
illustrative case records. 

The appendix contains, amongst other items, the new American 
Psychiatric Association nomenclature, and the list of personality 
types as used at the Menninger Clinic; a list of adjunctive therapy 
modalities (manual and industrial crafts: sports and exercise; 
creative arts; social activities; academic activities; physical 
therapy; etc.); and the reference value of this book is enhanced 
by a bibliography at the end of the text. 

This is an excellent book and merits careful study. — 


the subject and quotes a number of authorities who differ on the 
embryological development of the pre-auricular fistula. For 
instance, he discusses the following theories: (1) the intertubercular 
hypothesis of His, (2) the branchial hypothesis of Virchow, and 
(3) the facial-cleft hypothesis. Whatever may be the true method 
of development, the fact remains that the pre-auricular sinus can 
become of great surgical importance. 
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An infection can occur in the sinus, and this may clear up or it 
may develop into a marked cellulitis, involving the skin and sub- 
cutaneous tissues around the ear. 

A Bantu girl, (E.N.), aged 8, was brought to me on 17 January 
1954, suffering from much pain over the left ear. The child had an 
infection involving the skin and subcutaneous tissue around the 
left ear showing extreme tenderness and pitting, the sulcus behind 
the ear being completely filled in. There was tenderness on pressure 
over the tip of the mastoid process and the pinna was pushed 
forward. The tympanic membranes were normal and there was 
no bulging of the left drum. 

On further examination a small bead of pus exuded from a hole 
which was situated on the crus helicis. One then realised that the 
case was one of an infected sinus, causing abscess formation. 
Antibiotics and hot fomentations cleared up the trouble. 

The mother of the child, who had a baby of 5 months on her 
back, also had a pit and so had the baby, but the baby’s pit was on 
the right side in the same position. The mother said she had 
8 children and one other had a pit, put she could not remember on 
which side it was. There was no accessory auricle in any of the 
3 individuals. 

The above case demonstrates the importance of carefully search- 
ing for aural pits in any case of cellulitis or abscess around the ear. 

Aural pits are by no means rare. The figures quoted variously 
range from 0.19% to 0.26°,. They usually occur in families and are 
regarded as hereditary. They occur mostly on the same side of the 
face in the same family. 

Cc. G. S. van Heyningen, M.D. 
Karl Bremer-Hof 
13 Kruger Avenue 
Vereeniging 
29 January 1954 


TRAINING IN GENERAL PRACTICE 


To the Editor, \n your issue of 23 January 1954 I read with interest 
a memorandum by the General Practitioners Sub-Committee of 
the Medical Student Council of the University of Cape Town." 

I strongly support the suggestion that a student in his final year 
should spend a short period with a general practitioner. I have 
often advocated a chair of General Practice at all medical schools 
in this country. Lectures on medical ethics to medical students 
should only be given by experienced general practitioners of high 
standing and with high academic qualifications, or by specialists 
who were in general practice for a long time. The young general 
practitioner is often woefully ignorant of medical ethics and often 
lands himself in trouble through ignorance. 

The following paragraph I take the strongest exception to, 
however: 

‘As a result many students who might be happiest in and do 
much to raise the low standard of general practice today are quite 
unaware of the opportunities for good and satisfactory work that 
it offers’. 

As the result of post-graduate work in Ireland, in England and 
on the Continent, where I had an opportunity of coming into 
intimate contact with general practitioners from all over the world, 
I am happy to state that I think that the standard of general practice 
in South Africa is one of the highest in the world. At no time in 
the history of medicine has the general practitioner been so well 
equipped to deal with disease as at the present time. Wherever 
the general practitioner in the Union has a chance of having access 
to a hospital he has shown his ability. Many of them on the 
platteland and with no hospital connection, with nothing better 
than kitchen tables to operate on, under most unfavourable condi- 
tions, have demonstrated their ability. 

In World War II the experienced general practitioners in the 
U.D.F. were a godsend, for they mainly staffed the Field 
Ambulances and Casualty Clearing Stations at the front. Many 
U.D.F. Field Units had 5 or 6 general practitioners who were able 
to do major surgery in contrast to the field units of many other 
countries where only one medical officer was able to do major 
surgery in each unit; and he was usually a surgical specialist. 

If any member of the Medical Student Council of the University 
of Cape Town visits the Reef, we shall only be too happy to arrange 
visits to Reef hospitals, where they can see these ‘low-standard 
general practitioners’ do major surgery, and also come into 
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contact with first-class general-practitioner physicians and anaesthe- 
tists. Their minds will soon be disabused about the standard of 
general practice in this country, and general practice may gain 
some useful recruits. The same applies [ am sure to any town in 
the Union with hospital facilities. 

Many of us will only be too pleased to put up medical students 
and even provide their board gratis, for certain periods every year. 
I think I am expressing the views of the vast majority of general 
practitioners in the Union. 

L. O. Vercueil 


P.O. Box 20 
Maraisburg, Tvl. 
30 January 1954 


PARATHION POISONING 


To the Editor: With reference to a paper on Parathion Poisoning 
by Drs. Lurie and Silberman! and your editorial on Pesticides* 
may I be permitted to advise your readers that on every tin of 
Thiophos sold in South Africa there is a label pasted on the tin 
which states clearly the dangers of this preparation and the first-aid 
treatment. Subjoimed is a copy of these instructions:— 

Danger: Use Thiophos only after you have studied safety 
directions. Obtain an emergency supply of atropine tablets from 
your chemist. 

Extremely hazardous if inhaled or absorbed through skin. 
Rapidly absorbed through skin. Repeated inhalation or skin 
contact may, without symptoms, progressively increase susceptibili- 
ty to Parathion poisoning. If you suspect excessive exposure see 
a doctor. Do not breathe dust or vapour. Wear a proper respira- 
tor. Do not get on skin, in eyes or on clothing. If spilled on skin 
immediately wash thoroughly with soap and water. Do not 
store near food or feed products. 

Wear clean latex-dipped or natural rubber gloves and clean 
waterproof or freshly laundered protective clothing (overalls, cap, 
etc.) covering exposure surfaces. Clothing must not get wet 
through. Destroy and replace gloves frequently. Wear an approved 
respirator giving adequate protection (aeroplane pilots should 
wear a full-face, cannister-type mask). For any handling indoors 
provide mechanical ventilation. Burn or destroy containers. 
Never re-use. Bury spillage: clean up area with strong lye 
solution. Bath promptly with soap and water after using or 
handling. Wash clothing with soap and hot water before re-use. 

First Aid Treatment: Atropine is antidotal—keep an emergency 
supply on hand. Call a physician at once in all cases of suspected 
parathion poisoning. 

If symptoms or signs of poisoning include (see physician's note) 
blurred vision, abdominal cramps and tightness in the chest, don’t 
wait for a doctor but give two atropine tablets (each 1/100 gr.) at 
once. Remove contaminated clothing and wash the skin clean 
with copious application of soap and water to remove all traces of 
Parathion. Remove patient immediately from area where Parathion 
is present. If swallowed, induce vomiting by giving warm salty 
or soapy water. 

Never give anything by mouth to an unconscious patient: Physicians 
Note. Warning symptoms include weakness, headache, tightness 
in the chest, blurred vision, non-reactive pin-point pupils, salivation, 
sweating, nausea, vomiting, diarrhoea and abdominal cramps. 


Treatment. Give atropine, preferably by injection, gr. 1/100 
2 or 3 tablets at once and parenterally or orally every hour as 
required up to 30 tablets or until pupils dilate. Never give 
morphine. Clear chest by postural drainage. Artificial respiration 
and/or oxygen administration may be necessary. Observe patient 
continuously 48 hours. Repeated exposure to cholinesterase 
inhibitors may, without warning, cause prolonged susceptibility 
to very small doses of any cholinesterase inhibitor. Allow no 
further exposure until time for cholinesterase regeneration has been 
allowed as determined by blood tests. 


P.O. Box 7552 South African Cyanamid (Pty.) Limited 
Johannesburg 
January 1954 


REFERENCES 


1. Lucrie, D. and Silberman, R. (1953): S. Afr. Med. J., 27, 273. 
2. Editorial (1953): Jbid., 


27, 1149. 


13 Februarie 1954 


S.A. TYDSKRIF VIR GENEESKUNDE 


ANDROGY NON 


BALANCED COMBINATION 


OESTROGEN — ANDROGEN THERAPY 
OF THE MENOPAUSE 


ANDROGYNON Tablets provide, in a convenient single-dose form, 
both androgenic and oestrogenic hormones, in a physiologic ratio for 
the relief of menopausal symptoms. ANDROGYNON Tablets are also 
indicated as adjunctive therapy in disorders where anabolic ‘functions 
are low; osteoporosis, fractures in aged persons and in cases of 
malnutrition. The advantage of combined therapy by ANDROGYNON 
lies in the exclusion of the undesirable masculinizing effects of 
androgen or troublesome endometrial conditions due to oestrogen. 


ANDROGYNON TABLETS (0.02 mg. ethinyl 
in bottles of 20 and 100 scored tablets. 


oestradiol and 10 mg. methyltestosterone) 


FOR AND UNDER THE FORMULA AND TECHNICAL SUPERVISION OF 


MANUFACTURED IN THE UNION OF SOUTH AFRICA BY on% 
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Roter Gastric Ulcer Tablets 


INDICATIONS: 
gastric and duodenal ulcer, also if accompanied by normal or subacidity. 
hyperchlorhydria 

acute and chronic gastritis 

affections of a neuro-vegetative nature. 


Roter tablets have put the ulcer-therapy into a new phase 


By the exact composition of the components and the potentializing of the bismuthsalt, 
Roter Tablets are an effective medicament in the treatment of the indicated diseases, 
especially in chronic cases. 


You are invited to write for full information and a clinical trial supply. 


IMPORTERS 


HARRY DELEEUW CO. (PTY.) LTD. 


P.O. Box 7, Maraisburg, Transvaal, South Africa. 
Distributors for South Africa and $.W.A.: 
ALEX LIPWORTH LTD. Johannesburg, P.O. Box 4461; Cape Town, P.O. Box 4838; 
Durban, P.O. Box 1988. 
Distributors for Rhodesia: GEDDES LTD. Bulawayo, P.O. Box 877, 
Salisbury, P.O. Box 1691. 
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Die Mediese Vereniging van Suid-Afrika 
The Medical Association of South Africa 


AGENCY DEPARTMENT : AGENTSKAP-AFDELING 


KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177: P.O. Box 643, Telephone 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(1280) Ciskei rural practice. Gross receipts £3,151. Premium 
required £1,500 including instruments, large stock of drugs, 
fittings and furniture. Terms available. Knowledge of Native 
language not essential. 

(1399) Transkei. Unopposed prescri practice. Cash receipts 
1950/51/52—£3,887 18s. 10d., £4,814 2s., £5,064 5s. 6d. Two 
appointments. Practically no night work. Premium required £2,200. 
Large house for sale at £2,300. Jeep also offered for sale. Terms 
possible. 

(1436) Goedgevestigde Karoo-praktyk. Ontvangste ongeveer 
£3,000 p.j. D.S. en M.O.H. aanstellings. Koopprys £1,500 
wat voorrade ‘insluit. Gerieflike woning met spreekkamers 
beskikbaar teen besonder billike huurgeld. 


(1487) Plattelandse praktyk sonder opposisie geleé in mooi 
omgewing. Kontantontvangste + £2,400. Koopprys van 
£1,250 sluit klandisiewaarde, alle geneesmiddels, instrumente 
en meubels in. Paaiemente ‘aanvaardaar. Goeie woonhuis en 
spreekkamers te huur teen £7 10s. p.m. DIT IS 'N UIT- 
STEKENDE GELEENTHEID OM ‘'N GOEIE PRAKTYK 
IN "N MOOI OMGEWING TE BEKOM. 


FOR IMMEDIATE SALE 


Country practice about 40 miles from Port Elizabeth. Details 
on application. 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 


(1516) S.W.A. Locum until end of May. Salary £2 12s. 6d. p.d. 
plus car and hotel accommodation provided and first-class return 
train fare. Partnership practice. 


(1524) Karoo hospitaaldorp. Assistent so gou moontlik. 
Salaris vir die eerste 3 maande £75 p.m. (word hersien daarna) 
plus vry losies en kartoelaag. 


(1585) Karoo-hospitaaldorp. Locum vir die maand Maart. 
Salaris £2 12s. 6d.-£3 3s. plus vry inwoning. 

(1586) Transkei hospital town. Locum from mid-June for 1 month. 
Salary £3 3s. p.d. plus hotel and car expenses. Partnership 
practice. 

(1584) Noordkaapland-hospitaaldorp. Assistant met definitiewe 
0og Op vennootskap vanaf | Maart. Salaris £100 p.m. plus petrol- 
toelaag. ie kar noodsaaklik. Dit is vennootskapspraktyk 
met D.G.-aanstelling, Spoorweg en Myne. Fasiliteite vir sny- en 
kraamwerk. 


INSTRUMENTS OFFERED FOR SALE 


(1587) Zeiss Winkel Microscope (91385) with 3 lenses. Oil immer- 
sion and 2 eyepieces £60 
Haemacytometer £3 16s. 
Doppelfarbstad-Haemometer £2 5s. 
Hand Centrifuge and Glass Bulbs £3 14s. 

Obstetrical Forceps and Speculum £11 5s. 

These instruments have not been in use and are in excellent 
condition. 


(1506) Complete set, latest edition of ‘British Encyclopaedia of 
Medical Practice’, £20 


Medical Equipment and Instruments (Second-hand).—Minnitt Gas 
and Air apparatus; Orthopaedic and Ophthalmic Instruments; 
Forceps, catheters, uterine curettes, set of bougies, etc.; Instrument 
cabinet and desk. Detailed list on application. 
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Medical House, 5 Esselen Street, Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5, Telefone 44-9134-5, 44-0817 


INSTRUMENTS FOR SALE 


(1/058) Portable Minnitt. Gas-Air anaesthetic apparatus as used 
in midwifery, with extra bag attachment. Good as new. Price £25. 
(1/059) Goldmann (Haag-Streit) Perimeter. As new. £250 O.N.O. 
(1/060) Siemens ——— X-ray. Very little used. Perfect 
condition. Price £300 O.N.O. 

(1/061) Bocks on psychiatry. Lists on application. 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 


(L/V495) Reef. Assistant as soon as possible. Salary £70 p.m. 
£15 living out allowance, £10 p.m. car allowance and free petrol 
and oil. 

(L/V514) O.V.S. goudvelde. Assistent met oog op vennootskap 
na | jaar. Salaris £110 p.m. en vry petrol en olie. 

(L/V516) Southern Rhodesia. Assistant with view to partnership. 
Preferably married man with experience. Accommodation and 
car available if required. 

(L/V517) Rand. Plaasvervanger vanaf 15 Februarie tot middel 
September. Huis beskikbaar vir getroude man. 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(Pr/S100) Hospital town in Northern Rhodesia. Well established 
high class practice. Gross bookings average £500 p.m. and actual 
receipts average £360 p.m. Expenses amount to about £60 p.m. 
Will suit doctor interested in surgery and gynaecology. Premium 
required is £1,000, Equipment approximately £200. Terms could be 
arranged to suit buyer. BUYER COULD START IMMEDIATE- 
LY AS LOCUM. Introduction of about 6 months will be given. 
(P/027) O.V.S. Vennootskap word aangebied in ou-gevestigde 
praktyk. Voorkeur aan jong man met aangename persoonlikheid. 
Premie verlang is £825. 

(Pr/S102) O.V.S. Onmiddellike besitname van praktyk. Premie 
£700 is alleenlik instrumente, meubels en voorraad medisyne. 
Vooruitsigte van uitbreiding KOPER KAN DADELIK AS 
PLAASVERVANGER BEGIN. 

(Pr/S103) Vrystaatse hospitaaldorp. Ou-gevestigde praktyk, wat 
mettertyd twee geneeshere kan dra. Groot woonhuis met spreek- 


kamers en tuin. Instrumente, medisyne en meubels ongeveer 
£1,200. Prys £5,000, alles insluitend. 
* * 
DURBAN 


112 Medical Centre, Field Street. Telephone 2-4049 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(PD23) Natal. Prescribing practice particularly suitable for 
a woman doctor interested in obstetrics and gynaecology. Total 

receipts for 1950, £1,570; 1951, £1,595; 1952 (6 months), 
£1,340 1953 (3 months), £382. Premium £1,250, includes furni- 
ture, 4 bm instruments, drugs and existing book debts. 
(PD24) Natal South Coast. Practice suitable for doctor who 
does.not want full-time work. £250 for drugs, dressings, instru- 
ments, etc. No charge for goodwill. Small house on 4 morgen, 
£1,600. Immediate occupation. 


LOCUMS REQUIRED 

(72) Durban. Locum required for January and February with 
view to assistantship. General practice. Salary to be discussed 
with the Principal. 
(73) Near Durban. Locum for January and February. £2 12s. 6d. 
per day, all found. Must have own car. 

4) Zululand. Locum for February. £2 12s. 6d. per day. all 
‘ound. Own car necessary. 
(75) Durban. 1 January. “i view to assistantship/partnership. 
General practice. Salary to be discussed. 
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POST GRADUATE 
STUDY 


South African Practitioners 
DEF Are you preparing for any Medical, 
Surgical or Dental Examination? 


Send Cou 


For 


n below for valuable publication 


“GUIDE TO MEDICAL EXAMINATIONS” 


PRINCIPAL CONTENTS 


The Examinations of the Qualifying Bodies. 

The M.R.C.P. London and Edinburgh 

Diploma in Ancesthetics. 

The Diploma in Tropical Medicine. 

Diploma in Ophthalmology. 

Diploma in Psychological Medicine. 

Diploma in Child Health. 

Diploma in industric! Health. 

Diploma in Laryngology. 

The F.D.S. and all Dental 
Examinations. 


THE SECRETARY 


MEDICAL 
All South African Medical CORRESPONDENCE 
Examinations. EGE 
You can prepare for any of couse 
these qualifications by 19 Welbeck Street, 
postal study in S. London, W.1. 
Africa and come up Sir,—Please send me a copy of your 


to Great Britain 
examina 


“Guide to 
by return 


Medical Examinations'’ 


Nome 


Address 


Examinations in which 


South African Offices: P.O. 


interested 


BOX 2239, DURBAN, 


NATAL. 


Vi 


Proud Heritage 


Yes, he’s a proud fellow, 
proud of his mission ; 
Institution he represents ; proud too of the century-long record 
which is its background. 

Ever since the first local Agents were appointed in May 1845 
a “Man from 
sympathetic understanding and practical help. 

You can, with complete confidence, 
problems and your hopes—for behind his advice stands the Proud 
Heritage of more than a century of service and experience. 


THE OLD MUTUAL 


<7) Your Friend for Life 


R GENEESKUNDE 


O.F.S. Provincial Administration 
VOORTREKKER HOSPITAL KROONSTAD 


VACANCY: SPECIALIST ANAESTHETIST 


Applications are invited from registered specialist anaesthetists for 
the above post, in a part-time capacity, with right of private practice. 

Duties consist of 4 sessions of 4 hours each, per week, at 
remuneration of £205 p.a. per session. 

Applications on prescribed form No. Z83, obtainable from the 
Secretary, or any Magistrate’s Office together with certified copies 
of Certificates, testimonials, Birth certificate, and Health Certificate, 
will be received by the undersigned. 

F. A. VAN COLLER 


Medical Superintendent 
Kroonstad 
21 January 1954 


O.V.S. Provinsiale Administrasie 
VOORTREKKER-HOSPITAAL KROONSTAD 


VAKATURE: SPESIALIS ANAESTETIKUS 
Aansoeke word gevra van geregistreerde spesialis Anaestetikusse 
vir bogenoemde pos, in 'n deeltydse hoedanigheid met die reg van 
private praktyk. Dienste bestaan uit 4 sessies van 4 uur elk per 
week, teen besoldiging van £205 per jaar per sessie. 

Aansoeke op die voorgeskrewe vorm Z83, verkrygbaar van die 
Sekretaris of enige Magistraatskantoor, tesame met Gesondheids- 
en Geboortesertifikate, sowel as gesertifiseerde afskrifte van 
sertifikate en getuigskrifte, sal deur ondergetekende ontvang word. 

F. A. VAN COLLER 
Geneesheer Direkteur 
Kroonstad 
21 Januarie 1954 
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Provinsiale Administrasie van die Kaap 


die Goeie Hoop 


HOSPITAALDEPARTEMENT 
GESAMENTLIKE MEDIESE PERSONEEL: VAKATURE 


1. Aansoeke word ingewag om die ondergenoemde vakante pos 
van Mediese Praktisyn by die gesamentlike Mediese Personeel van 
die Groote Schuur-hospitaal. 

2. Die diensvoorwaardes is voorgeskryf en is onderworpe aan 
die Hospitaalraadsdiensordonnansie nr. 19 van 1941, soos gewysig, 
en die regulasies wat ingevolge daarvan opgestel is. 

3. Aansoek moet gedoen word (in duplo) op die voorgeskrewe 
vorm, Staf 23, wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Kaapstad, of die Mediese Superintendent 
van enige Provinsiale. Hospitaal, of by die Sekretaris van enige 
Skoolraad in die Kaapprovinsie. Die sluitingsdatum vir die 
ontvangs van aansoeke is 27 Februarie 1954 en voltooide aansoek- 
vorms moet aan die Mediese Superintendent, Groote Schuur- 
hospitaal, Observatory, Kaap, gepos word. 

4. Die gekose applikant sal diens moet aanvaar op | April 1954. 
Departement Pos 
Ortopedie Mediese Praktisyn, Graad C (1 pos). 

Salarisskaal: £1,000 x 50—-1,200 per jaar. Behalwe bogenoemde 
salaris word daar nog ’n duurtetoeslag van £320 per jaar aan 
getroude en £100 per jaar aan ongetroude amptenare betaal. 


Vereiste Kwalifikasies 

Nie minder as vyf jaar ondervinding na ontvangs van Graad 
of vier jaar ondervinding na registrasie waarvan nie minder as drie 
jaar opleiding voltooi is as spesialis in die besondere afdeling waarin 
die vakante pos val nie. 

(Applikante wat nie die bogenoemde kwalifikasies besit nie kan 
egter aansoek doen en sal in aanmerking geneem word vir die 
betrekking teen ’n verminderde salarisskaal.) 

(A541933) 


Siekefonds van die Suid-Afrikaanse 


Spoorweé en Hawens 


AANSTELLING VAN SPOORWEGDOKTER: 

BRONKHORSTSPRUIT 
Aansoeke word van geregistreerde mediese praktisyns ingewag vir 
aanstelling in die betrekking van spoorwegdokter, Bronkhorst- 
spruit, en die spoorwegtrajek Eerste Fabrieke (uitsluitend) tot by 
Balmoral (uitsluitend) en tot by Cullinan (insluitend), teen ‘n 
salaris van £439 per jaar, plus die gelde en toelaes wat in dic 
regulasies van die Siekefonds voorgeskryf word en met die reg 
om privaat te praktiseer. 

Die salaris is onderhewig aan wysiging in ooreenstemming met 
die - a van lede wat op | April van elke jaar afgeneem moet 
word. 

Die aanstelling geskied kragtens die regulasies van die Siekefonds, 
en opsegging van dienste is onderworpe aan vier maande kennis- 
gewing deur een van beide partye. 

Die suksesvolle applikant moet op Bronkhorstspruit woon, diens 
aanvaar op ’n datum wat gereél sal word en sy pligte ooreenkomstig 
die regulasies van die Siekefonds uitvoer. 

Aansoeke moet die Distriksekretaris, Distriksiekefondsraad, 
Oos-Transvaal, Scheidingstraat, Pretoria, nie later nie as 27 Maart 
1954 bereik en applikante moet die volgende vermeld: 

. Volle naam 

. Kwalifikasies (waar en wanneer verkry) 

. Ondervinding (waar en wanneer verkry en opgedoen) 
Datum van geboorte 

Land van geboorte 

. Getroud of ongetroud 

. Of ten volle tweetalig 

. Of Suid-Afrikaanse burger 

. Watter staatsbetrekking, indien enige, beklee word. 

Werwing deur of ten behoewe van enige applikant stel so ‘n 
applikant bloot aan diskwalifikasie. 

Enige verdere besonderhede wat verlang word, kan op aanvraag 
van die Distriksekretaris by bovermelde adres verkry word. 

P. J. KLEM 
Hoofsekretaris 


Johannesburg 
13 Februarie 1954 


13 February 1954 


Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 


JOINT MEDICAL STAFF: VACANCY 


1. Applications are invited for the undermentioned vacant post of 
Medical Practitioner on the Joint Medical Staff of the Groote Schuur 
Hospital. 

2. The conditions of service are prescribed in terms of the 
Hospital Board Service Ordinance No. 19 of 1941, as amended, 
and the regulations framed thereunder. 

3. Applications should be submitted (in duplicate) on the pres- 
cribed form, Staff 23, which is obtainable from the Director of 
Hospital Services, P.O. Box 2060, Cape Town, or from the Medical 
Superintendent of any Provincial Hospital, or Secretary of any 
School Board in the Cape Province. The closing date for the 
receipt of applications is 27 February 1954, and applications 
should be addressed to the Medical Superintendent, Groote Schuur 
Hospital, Observatory, Cape. 

4. The successfull applicant will be required to assume duty on 
1 April 1954. 

Department Post 
Orthopaedics Medical Practitioner, Grade C (1 post). 

Salary scale: £1,000 x 50-1,200 per annum, plus a cost of living 
allowance payable at present at the rate of £320 per annum for 
married officials and £100 per annum for single officials. 


Qualifications Required 

Not less than five years experience after graduation or four 
years experience after registration of which not less than three 
years shall have been spent in training as a specialist in the division 
in which the vacancy occurs. 

(Applicants not having the above qualifications may, however, 
apply and will be considered for the position at a lower grade 


salary.) 
(A541933) 


Industrial Council for the Clothing 
Industry (Natal) 


SICK BENEFIT FUND 


Applications are invited from Medical practitioners in the 
Magisterial District of Lower Tugela (Stanger) for a part-time 
appointment with the above fund. 

The successful applicant will be required to attend members 
of the Fund, (the majority of whem are Asiatic) who reside in the 
above District. 

Applications giving full particulars of experience, qualifications 
etc., should be addressed to:— 

The Secretary 


P.O. Box 1331 
Durban 


REQUIRED 
Specialist Anaesthetist assistant with view to partnership in large 
anaesthetic practice in city. Splendid prospects. Reply ‘A.U.B.’, 
P.O. Box 643, Cape Town. 


LOCUM WANTED 


Locum to commence duties as soon as possible for a period of about 
four months in partnership practice of five in nm. Salary 
£80 p.m. and transport allowance. 

Apply: Secretary, De Kaap Chambers, Pilgrim Street, Barberton. 


ASSISTANT REQUIRED 


Assistant with view to partnership required for Umtali, Southern 
Rhodesia. Mixed General practice. Commencing salary £100 per 
month. To start as soon as possible. Apply to ‘A.U.F.", P.O. Box 
643, Cape Town. 


: 


13 Februarie 1954 S.A. TYDSKRIF 


Transvaal Provincial Administration 


VACANCIES: TRANSVAAL PUBLIC HOSPITALS 
Applications are invited from suitably qualified candidates for the 
undermentioned posts at Public Hospitals in the Transvaal. 
Applications should be addressed to the Medical Superintendents 
of the undermentioned Hospitals concerned and should contain 
full particulars as to the age, professional and academic and 
language qualifications, experience and conjugal status of the 
applicant and should further indicate the earliest date upon which 


duties can be assumed. Copies, only, of recent testimonials to be 
attached. 


Cost of Living Allowance payable at present to full-time 
employees :- 


COST OF LIVING ALLOWANCE 


Salary Married 


Over £350 per annum £320 per annum £100 per annum 
Full-time employees receive in addition to their salaries and 
cost of living allowance, the following privileges: 
Leave and rail concession. 


Successful candidates will be required to submit satisfactory 
certificates as also to submit to a medical examination at the 
hospital concerned. 


Application forms are obtainable from any Transvaal Provincia! 
Hospital or the Provincial Secretary, Hospital Services Branch, 
P.O. Box 2060, Pretoria. 


The closing date of applications for undermentioned posts will 
be 22 February 1954 


Single 


Hospital Post Emoluments Remarks 
Johannesburg Deputy  £1,200x50-1,500 Registered 
Medical medical practitioner. 
Superintendent Plus free house. 


(1) 
Baragwanath Ophthalmic Registered 


£620, 780, 820, 

Hospital Registrar (1) 860 medical practitioner 
Board and the Must have at least 2 
University of years experience 
the Witwaters- 

rand 

Coronation Orthopaedic £620, 780, 820, Registered 
Hospital Registrar (1) 860 medical practitioner. 
Board and Experience in 
University of Orthopaedics a 
the Witwaters- recommendation 
rand. 

Coronation Anaesthetic £620, 780, 820, Registered 
Hospital Registrar (1) 860 medical practitioner 
Board and Experience in 
University of Anaesthetics a 
the Witwaters- recommendation 
rand 
Johannesburg Surgical £620, 780, 820, Registered 
Hospital Registrar 860 medical practitioner 
Board and (Tutorial) (1) Must be qualified for 


University of 


at least 2 years 
the Witwaters- 


rand 

Johannesburg Orthopaedic £1,800 Registered 
Hospital Surgeon medical practitioner 
Board and Higher qualification 
the University in Surgery 

of the Wit- essential. 
watersrand 


(44259) 


VIR GENEESKUNDE 


South African Railways and Harbours 


Sick Fund 


APPOINTMENT OF RAILWAY MEDICAL OFFICER: 
BARBERTON 


Applications are invited from registered medical practitioners for 
appointment to the position of Railway Medical Officer, Barberton 
and section of line to Kaapmuiden (exclusive), at a salary of 
£240 per annum, plus the fees and allowances prescribed by the 
Regulations of the Sick Fund, and with the right of private practice. 

The salary will be subject to adjustment in accordance with the 
census of members to be taken on | April of each year. 

The appointment will be made in terms of the Regulations of the 
Sick Fund, and will be subject to termination on four months’ 
notice being given by either side. 

The successful candidate will be required to reside at Barberton 
within the medical district, to take up the appointment on a date 
to be arranged, and to carry out his duties in accordance with the 
Regulations of the Fund. 

Applications should reach the District Secretary, Eastern 
Transvaal, District Sick Fund Board, Scheiding Street, Pretoria, 
not later than 27 March 1954, and should state: 

. Full name 

. Qualifications (when and where obtained) 

. Experience (when and where obtained) 

. Date of birth 

. Country of birth 

Whether married or single 

Whether fully bilingual 

. Whether South African citizen 

. What Government appointment, if any, is held 
Canvassing by or on behalf of any applicant is liable to disqualify 
such applicant. 

Any further particulars may be obtained from the District 
Secretary at the above address, on application. 


P. J. KLEM 


General Secretary 
Johannesburg 


13 February 1954 


IMPORTANT NOTICE 
Medical practitioners who intend applying for any appoint- 
ment specified in this notice for which an advertisement 
appears in this are advised to 


the Honorary Secretary of the 
Branch of the Medical Association of South Africa concerned: 


issue of the Journal 


communicate first with 


Appointment: Industrial Council for the Clothing Industry 
(Natal) Medical Practitioner. 


Branch Address: Natal Coastal Branch, 112, Medical Centre, 
Field Street, Durban. 


Midland Chamber Group Sick Fund 


Applications are invited from Medical Practitioners in practice 
in the Municipal areas of Port Elizabeth, Uitenhage and Despatch, 
ma the position of part-time Medical Officer to the abovenamed 
“und. 

Applications for the position may be lodged with the Secretaries 
to the Fund, P.O. Box 3051, Port Elizabeth, not later than 
28 February 1954. 

Full details of the conditions of the appointment may be obtained 
on application to the Secretaries. 
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Instructions 
to Authors WAT VAN DIE DAG VAN 


~ 
All authors are advised to consult Medical Writing, by Dr. M. MORE ? 
Fishbein, formerly Editor of the Journal of the American Medical 
Association. The volume is obtainable from medical libraries in 
South Africa. It is published by the Blakiston Co., Philadelphia, 
U.S.A. 
Papers submitted for publication in this Journal are accepted 
on condition that they have not been published elsewhere. The 


Journal Management reserves the copyright of all material 
published. flediese Vereniging 
Considerable delay in the publication of papers is often due to van Suid Afrika 


the fact that they are poorly prepared. Publication will be expedited 
if the following specifications are complied with: 

1. All copy shoud be typewritten (double or preferably triple 
spaced) with wide margins. 

2. Tables, references, graphs, illustrations and legends for 
illustrations should be clearly identified and prepared on separate | Wat u ookal wil verseker 


sheets. 
3. All photographs should be glossy prints unmounted, un- doen dit deur u eie 


trimmed and unmarked. Authors’ suggestions for trimming, etc., 
are most suitably indicated on a duplicate print or diagram. 


4. In no circumstances should original X-ray films be forwarded. Med 1ese 


Glossy prints must be submitted. 


5. Line drawings should be on white board, arranged to conserve * 
vertical space. All lettering in diagrams and graphs should be V k t k 
indicated clearly in soft lead pencil, preferably on a duplicate erse erin Sa en Ss a 
specimen or diagram in rough. In no circumstances should lettering 
be inked in or typewritten on the figure or the graph. Illustrations 
should not exceed 12 inches = 18 inches in size. ® 

6. Figure numbers should be marked clearly on the back of each 
illustration, and in every case the top of the illustration should 


Versekeringsbesigheid van alle soorte word met 


be indicated. 
7. A limited but reasonable amount of illustrative and tabular 
matter is allowed free Additional material of this sort may be betroubare maatskappye geplaas. 
allowed at cost, at the discretion of the Editor. L i k | di 
8. All references to the literature should be inserted in the text aat ons weet wat u wil verseker en ons sa re 
a number and listed at the end of the article in numerical nodige reélings tref. 


9. References must conform to the following convention 
(journal titles being abbreviated according to the World List of 


Scientific Periodicals) :- 

White, J. and Brown, A. B. (1946): Arch. Clin. Med., 123, 167. DIE MEDIESE VERSEKERINGSAGENTSKAP 
Books should be cited as follows:— (M.V.S.A.) 

Smith, J. (1946): An Introduction to Medicine, 2nd ed., p. 174. Posbus 643 ; Keapued : Telefoon 2.6177 


Cape Town: John Black, Ltd. 
10. All numerals to be printed as figures (i.e. mot spelt out). 


For ‘one’ or ‘\’ always follow copy. A\\ numerals always to be | Ek stel belang in die versekering van my.............+. 
spelt out in full at the beginning of a sentence. , 

11. Cubic centimetre as c.c.: Cubic millimetre as Stuur asseblief besonderhede of tref 
7.11.46 as 7 November 1946; 2nd as second; 10/6 as 10s. 6d.; a ; 
Per cent. as °%%; 1’ as 1 inch; B.P. 140/80 as Blood pressure, reelings dat ek persoonlik besoek word 


140/80 mm. Hg. 


12. Eacii paper should conclude with a summary (of about | 
200 words) intelligible apart from reference to the main text 
of the article. 


13a. Galley proofs will be forwarded to the author in good time 
before publication date. 

136. Corrections, other than typographical errors, will Be 
charged to the author. It is therefore most important that the ' 
MS. be submitted in its final form. Vul hierdie koepon in en pos dit aan die Mediese 

Vereniging van Suid-Afrika—Mediese 


14. Reprints: An order blank for reprints, together with a price 
list, will be sent to the author as soon as his article reaches page- Versekeringsagentskap. 


proof stage. 
15. All manuscripts and correspondence should be addressed 
to:—The Editor, The South African Medical Journal, P.O. Box 643, 


Cape Town. 


7 Printed by Nationa! Commercial Printers, Elsies River, and Published by the Proprietors, The Medical Association of South Africa, Medicol Mouse, 
35 Wale Street, Cope Town. 7.0. Box 643. Telephone 2-6177. Telegrams: ‘Medical 
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Taking the brake off 


convalescence 


Convalescence is as much a state of mind as of body. Getting well requires the patient’s 
enthusiasm, and nothing evokes this enthusiasm more readily than a sense of improvement. 
The function of a good tonic is to impart this sense by toning up slack muscle and by 


stimulating appetite so that the patient quickly builds up his lost strength. 


* Eskay’s Neuro Phosphates’ and ‘ Eskay’s Eskay $ NEURO PHOSPHATES 


Theranates’ are two outstanding tonics, 


Each adult dose (2 teaspoonfuls) contains, in acid state : 


pharmaceutically elegant and palatable. Strychnine glycerophosphate —  '/ssth grain (1 m.g.) 
Sodium glycerophosphate 2 grains m.g.) 
* Eskay’s Theranates’ combines the proven Calcium glycerophosphate —  2grains (13c mg.) 


formula of ‘Neuro Phosphates’ with VitaminB, Eskay’s TH ERA Load ATES ‘ 


(1,000 International Units per fluid ounce). 


the formula of ‘ Neuro Phosphates’ plus Vitamin B, (1,000 International Units 
per fluid ounce). 


M. & J. PHARMACEUTICALS (PTY.) LTD., DIESEL STREET, PORT ELIZABETH 


NTPS3SA for Smith Kline & French International Co., owner of the trade marks ‘Eskay’s Neuro Phosphates * and‘ Eskay's Theranates 
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A NEW UNIQUE PLASTICISED 


FORMULA 


AGAINST 


CONTACT DERMATOSES 


SUPPLIED IN 


1 oz. TUBES = 


COVICONE Cream, a special piasticised comb" nitro- 
cellulose and castor oil is not removed by ordinary washing of the skin. 
COVICONE is especially effective in occupational and allergic dermatoses, 
where prolonged or continuous protection is desire: Initially, the cream !s 
applied twice daily for 10 days to two weeks to build up the protective layer, 
after which a single application every one or two Jays will maintain effective 
protection. in a vanishing cream base. COVICONE is not sticky or greasy, will 
not interfere with the patient's work or other activities — 


ABBOTT 
LABORATORIES 
JOHANNESBURG 
CAPE TOWN 


DURBAN 


INDUS TRIALS 
| COVICON 42S 
} 


